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General introduction
Opioids comprise one of the most powerful groups of drugs available for the 
symptomatic treatment of both severe acute and chronic pain. In anesthesia a 
variety of opioids (remifentanil, fentanyl, sufentanil, morphine etc.) are 
administered by a variety of routes (oral, subcutaneous, intramuscular, 
intravenous, epidural, intrathecal) to manage acute, per- and postoperative pain.1 
For cancer pain the use of strong opioids (especially oral morphine) is 
recommended as “step 3” in the classic World Health Organization (WHO) 
Analgesic Ladder (ﬁ rst published in 1986 and updated in 1996) only after step 1 
(paracetamol/non-steroidal anti-inﬂ ammatory drugs (NSAID’s)) and step 2 
(weak opioids such as codeine) drugs fail to provide adequate relief.2 Opioids are 
also increasingly prescribed in the management of chronic non-cancer pain.3 
Several pain societies have developed guidelines with recommendations 
regarding opioid treatment for chronic non-cancer pain syndromes.4,5
The International Narcotics Control Board 6 reported that the stock of opiate raw 
materials, which are used to manufacture opioids destined for medical use, 
continues to grow at the global level. In spite of this growth, the availability and 
consumption of opioids for pain treatment remain extremely low in many 
countries worldwide: ten Western countries account for almost 90% of the total 
world consumption of morphine. It is anticipated that with time, the global 
consumption of opioids for the treatment of pain will increase, especially among 
developing countries, so that the gap in opioid use between developing and 
developed countries will decrease.
It is clear then, that in many developed Western countries, opioids are widely 
used for both acute and chronic pain management. However, opioids are not 
always prescribed or administered in the appropriate way or dose in both acute 
and chronic pain patients.7-11 This can only be solved by education of the 
prescriber (“the doctor”), the person who has to administer the prescribed drug 
(e.g. “the nurse”) and also the patient. This educational effort has to be combined 
with further development of protocols and guidelines. 
It is well recognized that opioids are the analgesic of choice for the treatment of 
moderate to severe pain and are generally quite effective. In spite of their 
beneﬁ ts, opioids are not wonder drugs and a number of problems may be 
encountered with their actual use:
1. Opioid induced tolerance and opioid induced hyperalgesia
It is generally known that the chronic administration of opioids can lead to 
the development of tolerance. The classical deﬁ nition of tolerance to opioids 
is the progressive reduction of their effects resulting in increased dose 
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requirements to achieve the same level of pain relief as before. In a review of 
the clinical experience of over 750 patients who received epidural and 
intrathecal opioids, it was found that tolerance developed to different degrees 
among patients; the need for increased dosage seemed to be related not only 
to changes in receptor sensitivity but also to changes in pain mechanisms.12 
The rate of development of tolerance is also variable between patients, but 
may be as rapid as a few days after the beginning of therapy.13 In neonates, 
tolerance is believed to develop more rapidly with continuous infusions of 
opioids (rather than intermittent doses) and with the use of synthetic opioids 
(e.g. fentanyl).14 
More recently it has been shown that tolerance can also develop after acute 
administration of the more novel and potent opioids. Vinik and Kissin 15 
showed that in humans, tolerance to analgesia during remifentanil infusion 
was profound and developed very rapidly. A comparable outcome was 
observed after the use of high dose fentanyl during surgery.16 
A growing body of evidence shows that opioids can also induce a state of 
abnormal pain experience.17,19 This is typically characterized by increased pain 
in response to a painful stimulus (hyperalgesia). This can in some cases 
explain the reduction of the opioid analgesic effects normally typically 
ascribed to tolerance. The development of an abnormal pain sensation 
following chronic exposure to opioids was reported by Brodner and Taub as 
early as 1978.20 More recently hyperalgesia was also described following the 
acute exposure to remifentanil.21,22
2. Opioid insensitivity
For both cancer and chronic non-cancer pain it was demonstrated that the 
pain experience may originate from different mechanisms each of which can 
have a differential sensitivity to opioids.23,24 Most notably, neuropathic pain 
has always been considered to be least responsive to opioids. However recent 
studies have shown that some opioid formulations can be of value in the 
treatment of neuropathic pain.25,26 Despite the promising results from these 
studies, the use of opioids in the treatment of neuropathic pain still remains a 
daily, clinical problem. For example, patients with peripheral neuropathic 
pain seem to be more responsive to opioids than those with pain from central 
lesions, and opioids appear to selectively reduce only some (but not all) of the 
symptoms of neuropathic pain.27
3. Opioid adverse effects
Opioids can be the cause of a number of troublesome adverse effects of 
which respiratory depression, sedation, nausea and vomiting, urinary 
retention and constipation or ileus are the most frequent and best known. The 
occurrence of these adverse effects can necessitate a reduction, or even 
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termination, of the use of opioids with increased pain as a consequence. For 
example, patient-controlled postoperative use of opioids can result in 
incidences of postoperative nausea and vomiting as high as 50%.28 These 
adverse effects can be equally, if not more, distressing to the patient than the 
pain itself; some patients may decide to stop self-administering opioids by 
patient-controlled analgesia (PCA) in order to reduce nausea and vomiting 
and are therefore forced to accept inadequate analgesia as a result.29
Several different approaches have been adopted to address the above-mentioned 
problems with the use of opioids. 
Additional drugs may be given to treat the adverse effect of opioids (such as anti-
emetics to treat or prevent nausea and vomiting). Another option is to try to 
reduce the use of opioids by co-administering drugs acting on other signalling 
pathways than opioids within the pain transmission system. There are several 
possibilities in this respect, such as the use of NSAIDs, paracetamol, local 
anesthetics, alpha-adrenergic drugs, etc.30,31 
A speciﬁ c option is to use drugs that have antagonistic activity at the N-methyl-
D-aspartate (NMDA) receptor. This NMDA receptor has been the subject of 
numerous studies in the last two decades. The following sections deal with the 
role of the NMDA receptor in pain and nociception.
The NMDA receptor
Glutamate, and its cogener aspartate, are considered to be the major signalling 
excitatory amino acids in the mammalian central nervous system (CNS).32 
Excitatory amino acid activity has been implicated in learning and memory, 
synaptic plasticity, nociception as well as a number of neurological and 
psychiatric disorders such as stroke, neurotrauma, Alzheimer’s disease, 
Huntington’s chorea, epilepsy, and schizophrenia.33
The higher concentration of glutamate in the dorsal versus ventral spinal cord 
was the main observation supporting its role in neurotransmission. Various 
studies showed that a large proportion of sensory ﬁ bers (including both small and 
large diameter ﬁ bers) contain glutamate and aspartate.34-37 Valtschanoff and 
coworkers 38 provided direct anatomical evidence that nerve terminals of primary 
afferent ﬁ bers, terminating in spinal laminae, appear to use excitatory amino 
acids as neurotransmitters. Glutamate has by now satisﬁ ed the main criteria for 
classiﬁ cation as a neurotransmitter.39-41
Two subgroups of glutamate receptors have been identiﬁ ed: ionotropic and 
metabotropic receptors (for reviews see Lodge 42 and Hudspith 43). Ionotropic 
receptors are ligand-operated ion channels which means that ﬁ rst a ligand must 
bind to the receptor before the ion channel can open. The ionotropic receptor 
family can be subdivided into three subtypes:
• The N-methyl-D-aspartate (NMDA) receptor, sensitive to glutamate and 
12
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NMDA.
• The alpha-amino-3-hydroxy-5-methyl-4-isoxazole propionic acid (AMPA) 
receptor, sensitive to glutamate, quisqualate (from the Cambodian quisquala 
tree), kainate and to AMPA.
• The kainate receptor, sensitive to glutamate and kainate.
The metabotropic receptors are linked to membrane G-proteins that modulate a 
variety of intracellular signal transduction pathways generating slow synaptic 
responses. Several metabotropic receptor subtypes have been identiﬁ ed.44
The NMDA receptor is well characterised within the group of glutamate 
receptors. NMDA receptors are composed of NR1, NR2 (A, B, C and D) and 
NR3 (A and B) subunits. It is not clear how many subunits are present in a native 
complex, although most models favor structures with 4 or 5 subunits. Functional 
NMDA receptors are formed by a combination of at least the NR1-subunit and 
one of four NR2-subunits. Co-expression studies have shown that many 
properties of the NR1/NR2 NMDA receptors depend on the type of NR2 subunit 
in the receptor complex. Accumulating evidence has suggested that especially the 
NR2B subunit is important for pain and nociception.45 Much less is known about 
the functional role of the NR3 subunits and no studies have been performed 
related to the role of NR3 subunits in pain mechanisms.
The NMDA receptor consists of an ion channel which is highly permeable to 
Ca2+. At resting potential this channel is blocked by Mg2+, and this block shows 
marked voltage dependence. So, unlike most ion channel complexes, the NMDA 
receptor is both voltage- and ligand-gated. 
Noxious stimulation and/or peripheral tissue injury give rise to release of 
glutamate and neurokinins (especially substance P) in the spinal cord from nerve 
terminals of A- and C-ﬁ bers. The release of glutamate activates the AMPA 
receptor (and probably also the kainate receptor 46) and the release of substance P 
activates the neurokinin (NK)1 receptor. This results in the depolarization of 
dorsal horn cells and the activation of the central pathways. If the depolarization 
caused by the activation of AMPA and NK1 receptors is of sufﬁ cient duration 
and magnitude, the Mg2+-block of the NMDA receptor will be removed. Before 
the NMDA receptor can be further activated, the binding of glycine to the 
receptor is required. Glycine acts as a co-agonist for glutamate and binds at a 
receptor site on the NR1 subunit, while the receptor site for glutamate is on the 
NR2 subunit (see Figure 1).47,48 After release of the Mg2+ block and the binding of 
glycine and glutamate, the NMDA receptor is activated and Ca2+ moves into the 
cell from the extracellular space. The rise in intracellular calcium activates Ca2+ 
second and third messenger signalling pathways, which leads to increased 
intracellular concentration of protein kinase C (PKC). PKC has an important role 
in the further sensitization of the postsynaptic cell; it catalyses phosphorylation 
of the NMDA receptor, leading to enhancement of the NMDA mediated 
glutamate responses and to long term potentiation of synaptic transmission (also 
see The NMDA receptor and central sensitization).49,50 There is also evidence that 
the NMDA receptor is involved in longer-lasting changes by stimulating new 
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gene expression (e.g. c-fos).51,52
In 1987 both Dickenson and Sullivan 53 and Davies and Lodge 54 provided ﬁ rst 
evidence on the role of the NMDA receptor in pain and nociception. Since then, 
many animal and clinical studies have conﬁ rmed that the NMDA receptors and 
NMDA receptor (ant)agonists play important roles in pain and nociception (for 
reviews see Parsons 55, Petrenko et al.45 and McCartney et al.56). Some of these 
roles will now be discussed in more detail. 
 
The NMDA receptor, opioid tolerance and opioid induced hyperalgesia
There is accumulating evidence indicating that opioid tolerance and opioid 
induced hyperalgesia are related features which share the same mechanisms. A 
number of factors (such as the presence of anti-opioid peptides (cholecystokinin, 
orphanin FQ/nociceptin, dynorphin),19 activation of different neuroimmune 
factors (glia, cytokines),57 activation of the NMDA receptor 58,59) have been 
identiﬁ ed which indeed are involved in the development of opioid induced 
Figure 1. Schematic diagram of the molecular structure of the NMDA receptor. The receptor consists 
of ﬁ ve subunits surrounding a central ion channel permeable for Ca2+ (and, to a lesser degree, for Na+ 
and K+). One of the subunits has been removed to allow a view inside the ion channel, in which the 
binding site for Mg2+ () is located. Glycine () acts as a co-agonist for glutamate and binds at a 
receptor site on the NR1 subunit, while the receptor site for glutamate () is on the NR2 subunit.
(Adapted from Kohrs R, Durieux ME. Ketamine: teaching an old drug new tricks. Anesth Analg 
1988;87:1186-93)
14
General introduction, aim of the thesis and research questionsChapter 1
tolerance as well as the development of opioid induced hyperalgesia. Of these 
various factors, the role of the NMDA receptor is the best studied. Opioids 
activate NMDA dependent, pronociceptive processes which are involved in the 
development of tolerance after acute administration of opioids,60,61 development 
of tolerance after chronic administration 62,63 and in the development of 
hyperalgesia.64 It is however unclear how the activation of the NMDA receptors 
could be initiated after opioid administration. Mu-opioid receptor occupation 
stimulates the activation of NMDA receptors by increasing intracellular protein 
PKC.49,65 Celerier et al.50 showed that PKC (and especially the gamma isoform 
(PKC)) is probably the key factor relating the NMDA receptor to opioid 
induced tolerance and opoid induced hyperalgesia. Recent animal data has also 
provided evidence for a possible important role of the postsynaptic density 
protein-95 and postsynaptic density protein-93 in NMDA receptor mediated pain 
and opioid tolerance.66,67 More research is needed to unravel the molecular 
mechanisms implicated in the interaction between opioids and NMDA receptors.
 
The NMDA receptor and central sensitization
Some patients who undergo surgery continue to complain of pain long after 
healing of the surgical wounds.68 Usually there is hyperalgesia (increased 
response to noxious stimuli) and spread of pain and hyperalgesia to areas outside 
the surgical scars (secondary hyperalgesia). The fact that this pathological pain 
persists long after healing of the tissues suggests that changes have occurred in 
the nociceptive pathways of the CNS. There is now indeed a large body of 
evidence supporting the concept that peripheral injury can produce central 
changes which are maintained even after the noxious inputs are removed or the 
injury has healed. This plasticity of the CNS, often referred to as central 
sensitization, is important in the transition from acute to chronic pain.18,69,70
Activation of the NMDA receptor plays a crucial role in central sensitization. If 
nociceptive input has led to channel opening, activation of PKC and 
phosphorylation of the NMDA receptor (also see The NMDA receptor), the 
excitability of the receptor is increased.71 Thus, nociceptive input can lead to 
changes in the way the CNS responds to subsequent inputs and central 
sensitization is established. The role of the NMDA receptor is further highlighted 
by ﬁ ndings that central sensitization could be prevented or reversed by 
substances which antagonize the NMDA receptor.18 
The NMDA receptor, pre-emptive and preventive analgesia
The ﬁ nding that nociception from peripheral injury can lead to central 
sensitization (which ampliﬁ es pain) led to the concept of pre-emptive analgesia. 
In this concept the establishment of central sensitization is prevented by using an 
antinociceptive intervention (for example by administering a NMDA receptor 
antagonist) started before the beginning of the acute nociceptive stimulation. This 
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also implies that starting the antinociceptive intervention after the beginning of 
the acute nociceptive stimulation should have no (or a signiﬁ cantly lesser) 
effect.69,72
Although evidence from basic animal experimental work strongly supports the 
concept that pre-treatment with a NMDA receptor antagonist before versus after 
painful stimulation can prevent central sensitization, the result of studies 
regarding its clinical value are still controversial.73,74 Based on the ﬁ ndings that 
opioids can induce (acute) tolerance and/or hyperalgesia and that central 
sensitization is not only induced during surgery but also postoperatively by 
inﬂ ammatory injury, it was suggested that the preventive use of NMDA receptor 
antagonists (i.e. administration of a NMDA receptor antagonist before induction 
of anesthesia (preferably before the opioid is given) with continuation into the 
postoperative period) might lead to better clinically results.75,76 The clinical value 
of pre-emptive analgesia and the newer concept of preventive analgesia is further 
discussed in Chapter 2 and 3 of this thesis.
The NMDA receptor and neuropathic pain
It is now recognized that the process of central sensitization also plays a key role 
in the induction of development of neuropathic pain syndromes. Neuropathic 
pain is caused by nerve damage, which can originate from metabolic, traumatic, 
ischaemic, infectious or immune-mediated factors. Neuropathic pain consist of 
stimulus-independent (persistent, paroxysmal, shooting, lancinating or burning 
pain) as well as stimulus-dependent pain with hyperalgesia as the key feature. 
Hyperalgesia is also a key feature of central sensitization and there is evidence 
that central sensitization mechanisms play an important role in neuropathic 
pain.77 This is supported by ﬁ ndings from a number of studies showing that 
NMDA receptor antagonists can abolish different aspects of the abnormal pain 
sensations in patients with neuropathic pain.78-81 Animal studies have 
demonstrated that the application of a NMDA receptor antagonist improves the 
effectiveness of opioids in neuropathic pain.82,83 The combined use of opioids and 
NMDA receptor antagonists might thus be of value in the treatment of 
neuropathic pain.  
Aim of the thesis
This thesis aims to enhance knowledge about the effects of combining opioids 
with clinically available NMDA receptor antagonists in the treatment of pain. 
The objective of this thesis is based on the following ﬁ ndings:
• Even the short term use of opioids can lead to the development of opioid 
induced tolerance and/or a state of abnormal pain sensation (hyperalgesia) 
which lessens the effectiveness of opioids.
• In certain types of pains (e.g. (central) neuropathic pain) opioids possess 
limited efﬁ cacy.
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• Use of opioids can result in adverse effects which can be troublesome and 
hinder the effective use of these drugs.
• The NMDA receptor plays a key role in the development of opioid induced 
tolerance, opioid induced hyperalgesia, central sensitization and neuropathic 
pain syndromes. Furthermore, NMDA receptor antagonists have been shown 
in certain instances to prevent or reverse these phenomena. 
Based on these considerations, it is likely that administering opioids together 
with NMDA receptor antagonists might combine the beneﬁ ts of both drugs and 
in this way improve the treatment of pain.
Clinically available drugs with NMDA receptor antagonist 
properties
There are a number of clinically available drugs with NMDA receptor antagonist 
properties which could potentially be used as co-analgesic drugs in combination 
with opioids. In the Netherlands the following drugs are available:
• ketamine, a racemic mixture of two enantiomers, s(+)- and r(-)-ketamine (in 





• memantine (available since September 2002) 
In most studies concerning the use of clinically available NMDA receptor 
antagonists (racemic) ketamine, magnesium and dextromethorphan have been 
used.56,84,85 Other drugs such as s(+)-ketamine, amantadine and methadone have 
attracted much less attention. 
Although the NMDA receptor antagonist properties of these drugs are 
emphasized in this thesis, it is also pointed out that these drugs can mediate 
effects through interactions with other receptors.
Research questions
Both animal experimental and clinical studies were performed. Three clinically 
available substances with NMDA receptor antagonist properties were used and 
the following research questions addressed:
For ketamine
• Does pre-emptive analgesia using intravenous fentanyl plus low dose 
(racemic) ketamine, versus intravenous fentanyl alone, for radical 
prostatectomy under general anesthesia produce short term or long term 
reductions in pain or analgesic use? (Chapter 2) 
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• What is the effect of preventive analgesia by using intra- and postoperative 
low dose s(+)-ketamine plus morphine on postoperative pain and analgesic 
consumption after radical prostatectomy? (Chapter 3)
• Can a continuous parenteral infusion of low dose (racemic) ketamine 
effectively be used in the treatment of neuropathic pain (uncontrolled by high 
doses of opioids) in terminal cancer patients? (Chapter 6a)
For amantadine
• What is the effect on postoperative pain and opioid consumption of 
amantadine given orally over the perioperative period in patients undergoing 
radical prostatectomy? (Chapter 4)
• What are the effects of pre-treatment with amantadine on morphine induced 
antinociception during second phase formalin responses in rats? (Chapter 5)
For methadone
• Can methadone effectively be used in the treatment of phantom limb pain? 
(Chapter 6b) 
18
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Introduction
Ketamine hydrochloride operates on multiple receptor systems.1 However, its 
property as a non-competitive NMDA receptor antagonist generated a new focus 
of research activity once this receptor-ion channel complex was found to play a 
critical role in the induction and maintenance of central sensitization and 
pathological pain.2,3 The mechanism by which pain and analgesic consumption 
are reduced after pre-emptive administration of local anesthetics and opioids is 
believed to involve the prevention of NMDA-mediated sensitization of spinal 
cord dorsal horn neurons.4,5 Thus, the NMDA channel blocker ketamine has been 
of particular interest in evaluating the hypothesis that ketamine administration 
before surgery would reduce pain and analgesic consumption relative to saline 
administration or to ketamine administration after incision.
Studies of pre-emptive analgesia using intravenous low dose ketamine have 
yielded mixed results.1,6,7 This is in part due to the large inter-study variability in 
surgical procedure, patient population, dose of ketamine, use of additional 
analgesic agents intraoperatively and study design. One of the aims of the present 
study was to evaluate the effects on postoperative pain and morphine 
consumption of pre-incisional versus post-incisional intravenous (i.v.) 
administration of the mu-opioid agonist fentanyl plus low dose ketamine. Use of 
these two agents together would be expected to capitalize on their combined 
actions in reducing nociceptive input and central sensitization.8,9 We hypothesized 
that morphine consumption would be lower in the pre-incisional group compared 
with the post-incisional group. 
Debate about the efﬁ cacy of pre-emptive analgesia stems in part from a 
fundamental misconception about its deﬁ nition.5,6 The typical two-group design 
that compares administration of an agent before versus after incision or surgery 
fails to control for the possibility that early and late noxious intraoperative 
stimuli contribute equally to postoperative central sensitization. Two group 
studies that do not show a signiﬁ cant difference in outcome leave open the 
question of whether the absence of an effect reﬂ ects the relative efﬁ cacy of 
postoperative blockade or the inefﬁ cacy of pre-operative blockade in reducing 
central sensitization.6,10 
Therefore, the second aim of the present study was to evaluate postoperative pain 
and analgesic use after pre-operative or postincisional i.v. fentanyl plus low dose 
i.v. ketamine versus a standard treatment control condition consisting of i.v. 
fentanyl but not ketamine. Men undergoing radical prostatectomy under general 
anesthesia were randomly assigned in a double-blinded manner to one of three 
groups: (1) i.v. fentanyl plus low dose i.v. ketamine (bolus plus infusion) before 
incision and i.v. fentanyl plus i.v. saline (bolus plus infusion) after incision;
(2) i.v. fentanyl plus i.v. saline (bolus plus infusion) before incision and i.v. 
fentanyl plus low dose i.v. ketamine (bolus plus infusion) after incision; or
(3) i.v. fentanyl plus i.v. saline (bolus plus infusion) before and after incision.
We hypothesized that postoperative pain and morphine consumption would be 
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lowest in the pre-incision group and highest in the control group.
Materials and methods
Approval to carry out the study was obtained from The Toronto Hospital 
Research Ethics Board. All patients gave their written informed consent to 
participate before entering the study.
Patients scheduled for radical prostatectomy for prostate cancer were eligible for 
recruitment into the study. Inclusion criteria were American Society of 
Anesthesiologists (ASA) physical status I-II, age between 19 and 75 years and 
able to speak and read English. Exclusion criteria were contraindications to (i.v.) 
patient-controlled analgesia (PCA) with morphine, ASA physical status > II, 
history of major psychiatric disorder and chronic opioid use.
Randomization and blinding procedures
A randomization schedule was computer-generated 11 and provided to the 
hospital pharmacist who prepared and dispensed the study drug. The 
randomization schedule speciﬁ ed the group (1, 2, or 3) to which each prospective 
patient would be allocated upon entry into the trial. An opaque envelope 
containing the patient number and group assignment was prepared, sealed and 
numbered for each patient by the hospital pharmacist. 
All patients and personnel involved in patient management and data collection 
were unaware of the group to which the patient had been allocated. The 
anesthesiologist in charge of the case was also unaware of group allocation.
Drug preparation
A standard volume of ketamine hydrochloride and normal saline was prepared in 
two separate 60 ml syringes, coded for blinding purposes and dispensed by the 
hospital pharmacy on the day of surgery. The syringes were labeled “pre-
incision” and “post-incision”. For group 1 and group 2 patients, one syringe 
contained 60 ml ketamine hydrochloride (1 mg ml-1); the second contained 60 ml 
normal saline. For group 3 patients, both syringes contained 60 ml normal saline. 
The pharmacist who dispensed the study medications was not involved in any 
other aspect of the study. 
Pain assessment instruments
Visual analogue scale (VAS)
The VAS provides a simple, efﬁ cient and minimally intrusive measure of pain 
intensity that has been used widely in research settings where a quick index of 
pain is required and to which a numerical value can be assigned.12 The VAS 
consists of a 10 cm horizontal line with the two endpoints labeled “no pain” and 
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“worst possible pain”, respectively. The patient is required to mark the 10 cm line 
at a point that corresponds to the level of pain intensity he presently feels. The 
distance in cm from the low end of the VAS and the patient’s mark is used as a 
numerical index of pain intensity. Pain was assessed with patients at rest
(VAS-R) and after standard mobilization (VAS-M) by asking patients to roll from 
a supine to a side-lying position and perform two maximal inspirations before 
rating their pain. 
McGill Pain Questionnaire (MPQ)
The MPQ was developed by Melzack 13 to obtain quantitative and qualitative 
measures of the experience of pain. The MPQ yields two global scores, the pain 
rating index (PRI) and the present pain intensity (PPI), which have been found to 
provide valid and reliable measures of pain.12,13 The PRI is the sum of the rank 
values of the words chosen from 20 sets of qualitative words, each set containing 
two to six adjectives that describe the sensory, affective and evaluative properties 
of pain. The lists of pain descriptors are read to the patients who are asked to 
choose the word in each category that best describes their pain at the moment. 
The PPI is rated on a scale of 0-5 as follows: 0 = none, 1 = mild,
2 = discomforting, 3 = distressing, 4 = horrible and 5 = excruciating. 
von Frey ﬁ laments
Secondary mechanical hyperalgesia to punctate stimulation applied to the skin 
was assessed using von Frey ﬁ laments (Smith & Nephew Rolyan Inc., 
Menomonee Falls, WI, USA) that consist of a set of 20 individual nylon 
ﬁ laments of equal length (38 mm) ranging from 0.06 to 1.14 mm in diameter. 
Each ﬁ lament has been assigned a value that represents the logarithm of the force 
(in mg) required to bend it maximally when pressed against the skin. To 
minimize the assessment burden on the patients, we used every other ﬁ lament 
beginning with the smallest (0.06 mm). On each trial, a ﬁ lament was applied to 
the designated point on the skin for approximately one second. Trials were 
separated by an interval ranging from ﬁ ve to ﬁ fteen seconds in order to reduce 
the likelihood of anticipatory responses. Filaments were applied in ascending 
serial order. Touch threshold (TT) was deﬁ ned by the value (force in log mg) 
associated with the ﬁ lament that patients ﬁ rst reported a sensation of touch. Pain 
threshold (PT) was deﬁ ned by the value (force in log mg) associated with the 
ﬁ lament that patients ﬁ rst reported as being uncomfortable or painful. PTs were 
obtained from two regions of the body: a control site on the inner forearm and a 
test site approximately 10 cm from the wound dressing. 
Measures of psychosocial functioning
Mental Health Inventory (MHI)
The MHI 14 is a self-administered questionnaire that measures symptoms of 
psychological distress and well-being. The present study used an 18-item version 
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of the MHI that consists of a total score and ﬁ ve subscales: anxiety, depression, 
loss of behavioral/emotional control, positive affect and interpersonal ties.15 
Subjects responded to each of the 18 statements on the basis of how often “in the 
past month” they have experienced each symptom. Each statement is 
accompanied by a six choice response set ranging from 1 = all of the time to
6 = none of the time. The total score, which we report in the present study, ranges 
from 0 to 108 with higher scores indicative of better mental health. The MHI was 
administered prior to surgery. Internal reliability of the MHI subscales by 
Cronbach’s alpha ranged from 0.10 (loss of behavioral/emotional control) to 0.85 
(depression). 
Spielberger State-Trait Anxiety Inventory (STAI)
The STAI 16 is composed of two forms, each of which measures separate 
dimensions of anxiety. The STAI-S consists of 20 statements and measures “state 
anxiety”. The patients are required to respond on the basis of how they are 
feeling “right now” (i.e., at the moment when completing the form). The STAI-T 
measures anxiety as an enduring personality trait and consists of another 20 
statements that pertain to how the patients “generally feel”. The STAI-S has been 
shown to be sensitive to psychological manipulations that alter anxiety level. 
Test-re-test reliability coefﬁ cients of the STAI-T have been reported to be 
relatively high, reaching approximately 0.70 after a 3-month interval and 
increasing with decreasing time between testings. The STAI has also shown 
relatively high correlations with other well known measures of anxiety. Only the 
STAI-S was used in the present study. Internal reliability of the STAI-S by 
Cronbach’s alpha was 0.90.
Follow-Up Pain Questionnaire (FUPQ)
The FUPQ is a brief inventory designed to assess the presence, intensity, 
location, frequency and quality of long term postsurgical pain. Items also assess 
pain interference in daily life, methods of pain relief sought, medication use and 
aggravating and relieving factors. The FUPQ was modeled after similar pain 
assessment measures including the MPQ and a follow-up interview form used to 




A member of the research team approached prospective patients who were 
informed of the nature of the study, screened for eligibility and recruited if 
interested. Following informed written consent, patients completed the MHI and 
STAI-S. Patients were familiarized with the VAS rating scales and were shown a 
PCA pump and instructed in its use. 
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Pre-incisional and post-incisional administration of ketamine and saline
On the morning of surgery a research nurse drew up the appropriate volumes 
(based on the patient’s weight) from the two 60 ml coded syringes that had been 
prepared and dispensed by the pharmacy. The ﬁ rst and second syringes, labeled 
“pre-incision” and “post-incision”, respectively, contained ketamine (1 mg ml-1) 
and saline for group 1, saline and ketamine (1 mg ml-1) for group 2 and saline and 
saline for group 3.
All patients received i.v. fentanyl (1 µg kg-1, 25 µg ml-1) every 80 minutes starting 
approximately 5 minutes before induction of general anesthesia (Figure 1 and 
Table 1).
Approximately 10 minutes before skin incision and after induction of general 
anesthesia, all patients received a bolus dose of i.v. fentanyl (0.5 µg kg-1). This 
was followed immediately by an i.v. bolus dose (0.2 ml kg-1) and an i.v. infusion 
(0.0025 ml kg-1 min-1) from the ﬁ rst syringe labeled “pre-incision”. Seventy 
minutes after incision, the ﬁ rst infusion was stopped and all patients received a 
bolus dose of i.v. fentanyl (0.5 µg kg-1). This was followed immediately by an i.v. 
bolus dose (0.2 ml kg-1) and an i.v. infusion (0.0025 ml kg-1 min-1) from the 
second syringe labeled “post-incision”. The second infusion was stopped after 80 
minutes, approximately 150 minutes after incision.
 
General anesthesia
Patients received midazolam 1-2 mg i.v. as premedication approximately one 
hour before surgery. General anesthesia was induced with thiopental 4-6 mg kg-1. 
Intubation followed the administration of d-tubo curarine (3.0-4.5 mg) and 
succinylcholine 1.0-1.5 mg kg-1. General anesthesia was maintained with 60% 
N2O in O2 and isoﬂ urane. Pancuronium was used for neuromuscular blockade. 
Induction Incision End surgery
TA1 TB1 TA2 TB2 TA3
Start 1st infusion Start 2nd infusion Stop 2nd infusion
Stop 1st infusionGroup
Fb/Sb/SiFb Fb/Kb/Ki Fb Fb1
Fb/Kb/KiFb Fb/Sb/Si Fb Fb2
Fb/Sb/SiFb Fb/Sb/Si Fb Fb3
bolus bolus bolus
Figure 1. Flow chart showing timing of drug administration relative to speciﬁ c preoperative and 
intraoperative events. To ensure comparability among groups, time intervals TA1, TA2, TA3 and time 
intervals TB1, TB2 were designed to be of equal duration, respectively. See Table 1 for actual duration 
of each interval. Abbreviations: F, fentanyl; K, ketamine; S, saline; subscript b, bolus; subscript i, 
infusion.
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Vasoactive agents (beta-blockers, vasodilators and vasopressors) were used as 
required to maintain hemodynamic parameters within ± 20% of mean 
preoperative baseline values. At the conclusion of the surgery, neuromuscular 
blockade was reversed with neostigmine 0.05 mg kg-1 and glycopyrrolate 0.02 
mg kg-1. The trachea was extubated after emergence and upon resumption of 
spontaneous breathing. Patients received supplemental O2 by mask and were 
transported to the Post Anesthesia Care Unit (PACU).
Intraoperative monitoring
All patients were continuously monitored with an arterial line (systolic, mean, 
diastolic blood pressure), electrocardiogram (heart rate and rhythm), pulse 
oximeter, nasal temperature probe and end-tidal monitor (anesthetic gas and 
carbon dioxide levels). Intra-operative hemodynamics and end-tidal isoﬂ urane 
were recorded every minute for the ﬁ rst 5 minutes after skin incision and every 
15 minutes thereafter until the end of surgery.
Postoperative analgesia
Patients were assessed immediately upon arrival in the PACU and were 
connected to a PCA pump system (Abbott Life Care Infuser, Abbott 
Laboratories, Chicago, IL, USA). If patients complained of pain, a research nurse 
blind to group allocation administered a loading dose of 2-4 mg morphine. Every 
5 minutes, patients were asked whether they were in need of pain relief. An 
Table 1. Timing of drug administration relative to intraoperative events (mean ± SD).
Time interval 
(See Fig. 1)
Interval between intraoperative events Group 1 Group 2 Group 3
--- Min between pre-induction dose of fentanyl and induction of 
general anesthesia
4.6 ± 3.7 4.8 ± 3.9 4.8 ± 3.5
TA1 Min between pre-induction dose of fentanyl and start of 
infusion 1
22.6 ± 6.1 25.1 ± 7.0 23.2 ± 8.2
--- Min between start of infusion 1 and incision 9.9 ± 6.4 9.2 ± 2.6 9.7 ±3.3
TB1 Min between start of infusion 1 and 1st post-incisional dose 
of fentanyl
58.6 ± 3.8 58.9 ± 3.4 59.4 ± 3.3
TA2 Min between 2nd post-incisional dose of fentanyl and start of 
infusion 2
22.6 ± 6.7 25.4 ± 7.3 23.2 ± 8.2
TB2 Min between start of infusion 2 and 3rd post-incisional dose 
of fentanyl
58.2 ± 5.2 59.0 ± 4.0 59.4 ± 3.3
TA3 Min between 3rd post-incisional dose of fentanyl and end of 
infusion 2
23.1 ± 7.8 26.6 ± 17.8 23.0 ± 8.4
TB1 + TA2 Duration in min of ﬁ rst infusion 81.2 ± 8.3 84.2 ± 7.9 82.6 ± 8.3
TB2 + TA3 Duration in min of second infusion 81.3 ± 8.0 85.5 ± 17.7 82.4 ± 8.8
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afﬁ rmative response was followed by a 1.0-1.5 mg i.v. bolus of morphine. This 
procedure was repeated until the patients were alert enough to begin self-
administration using the PCA pump button. The PCA pump was set to deliver a 
1.0-1.5 mg i.v. bolus dose of morphine with a lock-out time of 5 minutes, a 
maximum dose of 40 mg in any 4 hours period and no continuous background 
infusion. This regimen was overseen by the Acute Pain Service and was 
continued on the ward for 72 hours during which time no other analgesics were 
administered. Morphine consumption in milligrams was calculated on an hourly 
basis from hard copy records (Abbott TRW Printer, Model TP 40, Abbott 
Laboratories, Chicago, IL, USA) of the 72 hours study period.
Measurement of postoperative pain and von Frey thresholds
VAS-R was measured 3, 6, 12, 24, 48 and 72 hours after surgery. VAS-M, MPQ, 
von Frey TT and PT were measured at 24, 48 and 72 hours after surgery.
Two week follow-up
Patients were seen in the hospital on their ﬁ rst visit post-discharge approximately 
two weeks after surgery. An assessment of pain status since discharge was 
obtained and von Frey touch (TT) and pain (PT) thresholds were measured as 
previously described.
Six month follow-up
Patients were contacted by telephone approximately six months from the date of 
surgery and administered the post surgical follow-up questionnaire. A maximum 
of ﬁ ve attempts was made to contact each patient by telephone. 
Sample size calculation
Sample size estimation was performed using data from an earlier study of men 
undergoing radical prostatectomy who received pre-incisional or post-incisional 
lumbar epidural bupivacaine.18 In that study, mean cumulative PCA morphine 
was 55 mg for the pre-incisional group and 71 mg for the post-incisional groups 
with a standard deviation of 28 mg. The 16 mg difference in morphine 
consumption represented a savings of 30% in favor of the pre-incisional group. 
Using a Type I error rate of 0.05 we estimated that we would require 45 patients 
per group to detect a mean difference of 16 mg (SD = 28 mg) with a power of 
~80%.19 Two Monte Carlo simulations 20 of 10,000 trials each were then 
performed under the following two conditions assuming 45 patients per group 
and a standard deviation of 28 mg: (1) pre-incision mean = 55 mg, post-incision 
mean = 71 mg, control mean = 85 mg; and (2) pre-incision mean = 55 mg, post-
incision mean = control mean = 71 mg. Comparisons between pairs of means 
were undertaken when the omnibus F test was statistically signiﬁ cant
(i.e.,  = 0.05, two tailed). The Monte Carlo simulations indicated that a sample 
size of 45 patients per group provided a power of 80% under condition 1 and 
99% under condition 2. 
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Data entry and veriﬁ cation
Data were keyed in twice. One of the data sets was checked for errors manually 
by two research assistants/nurses. After correcting any errors, the two data sets 
were compared ﬁ eld by ﬁ eld by an in-house computer program. Discrepancies 
between matching records in the two data sets were corrected by referring back 
to the raw data.
Statistical analysis
Data were analysed using the Statistical Package for the Social Sciences (SPSS 
for Windows, release 11.0.1, Chicago, IL, USA) and Primer of Biostatistics: The 
Program (Version 4.0, McGraw Hill, New York, NY, USA).21 Background 
demographic data and clinical variables were compared using ANOVA for 
parametric data and chi-square test for nominal data. 
Primary outcome variable. Cumulative morphine consumption at 72 hours after 
surgery was analysed by one-way ANOVA followed by directional comparisons 
between pairs of means.
Secondary outcome variables. Visual analogue pain scores at rest (VAS-R), after 
mobilization (VAS-M) and von Frey touch (TT) and pain thresholds (PT) were 
analysed by 2-way between-within ANOVA using group as the between subjects 
factor and time after surgery as the within subjects factor. The regression lines 
relating time and cumulative morphine consumption on day 3 after surgery 
(between 49 and 72 hours) were compared pair wise by one-way ANOVA by ﬁ rst 
testing the overall coincidence of the regression lines.21 If the overall coincidence 
differed, the slopes and intercepts were compared by t-test using the Bonferroni 
Type I error rate correction for multiple comparisons ( = 0.05/number of 
comparisons). MPQ pain rating indexes (PRIs) and MPQ present pain intensity 
(PPI) were analysed by non-parametric Kruskal-Wallis ANOVA of ranks. MHI 
and STAI-S scores were analysed by one-way ANOVA. 
All data presented are mean ± SD unless otherwise speciﬁ ed. P ≤ 0.05 is 
considered statistically signiﬁ cant. 
Results
Recruitment and patient withdrawals
Between June 1994 and October 1997, 168 patients were recruited into the study. 
In total 25 patients were withdrawn for the following reasons. 
Pre-randomization dropouts (n = 8): Procedure cancelled on the day of surgery
(n = 2); pharmacy did not prepare the drugs in time for the surgery (n = 2); 
personnel not available to run the case (n = 4). 
Intraoperative withdrawals (n = 10): Excessive bleeding and/or change in 
operative procedure (n = 4); administration of additional analgesic agents (n = 3); 
problems with the infusion pump (n = 2); anaphylactic reaction to general 
anesthesia (n = 1). 
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Postoperative withdrawals (n = 7): bleeding (n = 1); faulty PCA equipment
(n = 1); severe bladder spasms requiring additional analgesics (n = 3); alcohol 
withdrawal/delirium tremens (n = 1); excessive drowsiness precluding data 
collection (n = 1). 
There were no signiﬁ cant differences among groups in the proportion of patients 
withdrawn (n = 7, 6 and 4 for groups 1 to 3, respectively).
In total, one hundred and forty three patients completed the study; 47 in group 1, 
50 in group 2 and 46 in group 3.
Timing of drug administration relative to intraoperative events
Table 1 and Figure 1 show the intervals between speciﬁ c intraoperative events as 
they relate to the time of administration of fentanyl, ketamine and saline. As 
designed, there were no signiﬁ cant group differences between any of the 
intervals; including, the time between the pre-induction dose of fentanyl and 
induction, the time between the start of the ﬁ rst infusion and incision and the 
duration of the ﬁ rst and second infusions.
Demographic, psychosocial and intraoperative variables
There were no signiﬁ cant differences among the groups in demographic or 
clinical data (Table 2) or preoperative MHI and STAI-S scores (Table 3). The 
groups did not differ signiﬁ cantly in the total dose of i.v. fentanyl. Groups 1 and 
2 did not differ signiﬁ cantly in the total dose of ketamine received.
Figures 2 and 3 show mean percent end tidal isoﬂ urane and the mean change 
from preoperative baseline level in heart rate and mean blood pressure across the 
surgical procedure. There were no signiﬁ cant differences among the three groups 
in any of these parameters.
Table 2. Demographic and clinical variables. Data are mean ± SD unless otherwise stated.
Demographic/clinical measure Group 1 Group 2 Group 3
Age (years) 62 ± 5.8 62 ± 6.2 61 ± 6.7
Height (cm) 175 ± 8.3 178 ± 7.9 176 ± 6.1
Weight (kg) 81 ± 9.5 84 ± 17.1 84 ± 16.8
Frequency of ASA status (1:2) 25:21 18:32 23:23
Surgery duration (min) 180 ± 30.9 181 ± 30.7 182 ± 45.2
Blood loss (ml) 1507 ± 983.5 1770 ± 1217.7 1603 ± 1015.7
Total fentanyl (µg) 364.8 ± 59.66 365.1 ± 61.84 369.9 ± 87.24
Total ketamine (mg) 31.9 ± 4.21 32.2 ± 3.9 0.0 ± 0.0
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PCA morphine consumption
Although cumulative PCA morphine consumption at 72 hours was lower in 
group 1 (92.3 ± 45.9 mg) than group 2 (107.2 ± 58.4 mg) and group 3 (103.6 ± 
50.4 mg), comparisons between the means did not reach the conventional 0.05 
level of signiﬁ cance (p = 0.08 for group 1 versus group 2 and p = 0.08 for group 
1 versus group 3). The number of PCA requests that did not result in a bolus of 
morphine (i.e., requests made during the 5-minute lock-out period) did not differ 
signiﬁ cantly among the groups (data not shown). Table 4 shows PCA morphine 
consumption between intervals when pain at rest was assessed. Morphine 
consumption did not differ signiﬁ cantly during any of the intervals. 
Psychosocial measure Group 1 Group 2 Group 3
STAI-S 38.1 ± 9.63 35.8 ± 10.87 34.8 ± 8.77
MHI – anxiety 24.4 ± 3.33 24.2 ± 4.42 25.4 ± 3.63
MHI – depression 20.9 ± 2.40 21.1 ± 3.28 21.5 ± 2.70
MHI - loss of control 22.1 ± 2.12 22.1 ± 1.95 22.2 ± 1.94
MHI - positive affect 18.7 ± 3.09 18.4 ± 3.12 19.3 ± 2.34
MHI - total score 91.5 ± 10.45 91.3 ± 11.64 93.9 ± 9.04
Table 3. Scores (mean ± SD) on the Spielberger State-Trait Anxiety Inventory (STAI-S) and Mental Health 




























Figure 2. Percent end-tidal isoﬂ urane shown for the three groups during the ﬁ rst and second 
intraoperative i.v. infusions. Downward pointing arrow at zero on the x-axis corresponds to time of 
skin incision.
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Figure 4 shows cumulative morphine consumption for the three groups across 
the 72 hours study period. Also shown are the best-ﬁ tting linear regression lines 
relating cumulative morphine consumption and time for each group across the 
ﬁ nal 24 hours period (day 3: 49-72 hours). On day 3, the hourly rate (mean ± 
SEM) of morphine consumption in group 1 (0.61 ± 0.013 mg h-1) was 
signiﬁ cantly lower (p < 0.0009) than that in group 2 (0.86 ± 0.011 mg h-1) and 
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Figure 3. Change from baseline in mean blood pressure and heart rate shown for the three groups 
during the ﬁ rst and second intraoperative i.v. infusions. Downward pointing arrow at zero on the x-
axis corresponds to time of skin incision.
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Hours after surgery
















Y' = 0.86x + 45.9
Y' = 0.89x + 40.2
Y' = *0.61x + 48.2
Figure 4. An hour-by-hour plot of cumulative PCA morphine consumption for each 
group showing the best-fitting, least squares regression line calculated for day 3 (49 to 
72 hours after surgery). Each regression line accounts for at least 95% (r2) of the total 
variance. The hourly rate of morphine consumption on day 3 was significantly lower for 
group 1 versus group 2 and for group 1 versus group 3 reflecting the benefit of pre-
operative ketamine. Bonferroni corrected significance tests of the regression line slope 
comparing group 1 versus group 2 and group 1 versus group 3 on day 3, *p < 0.0009.
Time interval after surgery Group 1 Group 2 Group 3
0 – 3 h 14.5 ± 7.9 14.7 ± 9.1 15.2 ± 7.4
 3 – 6 h 5.7 ± 5.0 7.4 ± 5.4 5.7 ± 3.9
 6 – 12 h 7.8 ± 4.9 9.1 ± 7.1 8.7 ± 6.6
 12 – 24 h 20.2 ± 11.3 24.1 ± 15.2 22.7 ± 14.9
 24 – 48 h 28.1 ± 16.4 30.1 ± 20.1 29.8 ± 17.3
 48 – 72 h 16.0 ± 15.7 21.7 ± 20.0 21.5 ± 18.9
Table 4. PCA morphine consumption (mg) within intervals bounded by times when pain at rest was assessed. Data 
are mean ± SD.
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Figure 5. Visual analogue scale (VAS) pain scores at rest (R) and after standardized mobilization (M). 
Data are mean ± SD.
Incision
































Figure 6. von Frey touch and pain thresholds obtained 10 cm from the wound dressing and at a 
control site on the forearm. Data are mean ± SD. 
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Follow-up measure Group 1 Group 2 Group 3
Days since surgery (mean ± SD) 18.9 ± 4.4 19.7 ± 10.7 19.6 ± 4.6
VAS pain at rest (mean ± SD) 2.8 ± 1.5 3.0 ± 1.7 2.9 ± 1.9
Pain-free on discharge 25 (62.5%) 24 (55.8%) 25 (61.0%)
Pain since discharge 23 (57.5%) 30 (69.8%) 26 (63.4%)
Scar tender to touch 21 (52.5%) 23 (53.5%) 22 (53.7%)
Table 6. Data [n (%)] from two week post-discharge follow-up.
Postoperative pain and von Frey thresholds
There were no signiﬁ cant differences among the groups in VAS pain scores 
(Figure 5), MPQ pain rating indexes (Table 5), or von Frey touch or pain 
thresholds measured near the wound and at the control site on the inner forearm 
(Figure 6).
Complications/adverse events
The following complications/adverse events occurred intraoperatively: excessive 
bleeding in two patients (one in group 1 and one in group 3); anaphylactic 
reaction to the general anesthetic in one patient (group 2). The following 
complications/adverse events occurred postoperatively: vivid dreams in one 
patient (group 2); agitation in two patients (one in group 1 and one in group 3); 
drowsiness in two patients (group 1); alcohol withdrawal/delirium tremens in one 
patient (group 2); and hypotension and bleeding in one patient (group 3).
Two-week follow-up assessment
One hundred and twenty-ﬁ ve of the 143 patients (87.4%) were assessed at the 
hospital approximately two weeks after discharge (n = 40, n = 43, n = 42 in
groups 1 to 3, respectively). The overall incidence of pain was 55.2% (n = 79). 
The pain intensity was in the mild to moderate range. Von Frey touch and pain 
thresholds are shown in Figure 6. There were no signiﬁ cant differences among 
the three groups in any of the variables measured (Table 6). 
Six month follow-up interview
One hundred and eight of the 143 patients (75.5%) were reached by telephone 
six months after surgery (n = 34, n = 36, n = 38 in groups 1 to 3, respectively). 
The groups did not differ signiﬁ cantly in the most intense pain they remembered 
having experienced after surgery (Table 7) which was a remarkably accurate 
reﬂ ection of their 24 hours VAS-M pain scores (Figure 5).
The overall incidence of pain was 10.5% (n = 15) with no signiﬁ cant difference 
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among the three groups (Table 7). The pain was described as sharp, burning or 
aching and as originating in deep tissue and at the scar. In general, the intensity 
of pain was mild and all 15 patients reported not taking analgesic medication for 
the pain. One patient in group 2 reported that the pain interfered “slightly” with 
his everyday activities; the remaining 14 reported no interference at all.
Discussion
The results of the present study do not support the hypothesis that pre-operative 
i.v. administration of the NMDA receptor antagonist ketamine results in a 
clinically meaningful reduction in pain or morphine consumption when 
compared with a saline control condition or post-incisional administration of i.v. 
ketamine. In the present study, a bolus dose of 0.2 mg kg-1 ketamine followed by 
continuous infusion of 2.5 µg kg-1 min-1 for 80 minutes was started 10 minutes 
before or 70 minutes after incision. This amounted to a total of approximately 30 
mg ketamine administered over the duration of the three-hour procedure. There 
was no evidence that postoperative pain or analgesic use differed as a function of 
pre-operative or post-incisional administration of ketamine. Nor did this regimen 
reduce postoperative cumulative morphine consumption or pain compared with a 
saline control group that did not receive ketamine. 
Follow-up measure Group 1 Group 2 Group 3
Follow up time in days 201.8 ± 17.8 204.7 ± 19.3  205.2 ± 25.2
Most intense pain after surgery
 PPI (0-5) 2.1 ± 0.6 2.1 ± 0.7 2.0 ± 0.9
 VRS (0-10) 5.1 ± 1.9 5.6 ± 2.2 5.1 ± 2.5
Has pain at site of surgery [n (%)] 6 (17.6%) 2 (5.6%) 7 (8.4%)
Taking medication [n] 0 0 0
Pain interference in daily activities
 Not at all [n (%)] 6 (100%) 1 (50%) 7 (100%)
 Slightly [n (%)] 0 (0%) 1 (50%) 0 (0%)
VRS-Rest pain 2.3 ± 1.2 2.8 ± 1.1 3.4 ± 3.0
McGill Pain Questionnaire scores
 PRI-sensory 2.4 ± 2.1 2.0 ± 1.4 3.9 ± 2.7
 PRI-affective 0.0 ± 0.0 0.0 ± 0.0 0.0 ± 0.0
 PRI-evaluative 0.6 ± 0.5 1.0 ± 0.0 0.4 ± 0.5
 PRI-total 3.0 ± 2.1 3.0 ± 1.4 4.9 ± 2.8
 Present pain intensity 1.4 ± 0.5 1.0 ± 0.0 1.7 ± 1.5
 Number of words chosen 2.2 ± 1.3 2.5 ± 0.7 3.1 ± 1.5
Table 7. Six month follow-up data. Follow-up time and most intense pain (present pain intensity (PPI) and 
verbal rating scale (VRS)) are reported for all 108 patients reached. The remaining variables show data only 
for patients reporting pain. Data are mean ± SD unless otherwise stated. PRI: pain rating index.
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However, between group comparisons of the regression line slopes relating 
morphine and time gives some support for the idea that preoperative ketamine is 
associated with a late reduction in the rate of morphine consumption beginning at 
49 hours after surgery and extending to the end of the study, 72 hours after 
surgery. The difference in the rate of morphine consumption between group 1 
and the other two groups on day 3 was approximately 0.25 mg h-1 (Figure 4) 
amounting to 6 mg less of morphine over 24 hours. Since this effect was 
observed two days after ketamine administration (> 15 ketamine half lives 22) in 
groups 1 and 2, it is likely not related to the ongoing actions of the drug but 
rather to a possible reduction in central sensitization. 
The difference in the rate of morphine consumption in favor of the pre-incisional 
group supports the idea that early and late noxious intraoperative stimuli 
contribute differentially to the establishment of central sensitization.6,10 In the 
present study, it appears that the noxious events during the early intraoperative 
period including incision and the following 70 minutes contribute to a greater 
extent to central sensitization than do noxious late intraoperative or postoperative 
stimuli. Furthermore, given the absence of a difference in rate of morphine 
consumption between groups 2 and 3, it would appear that the most important 
contribution to central sensitization in the present study originates in the effects 
of the barrage of noxious impulses arising from incision and subsequent noxious 
events. Nevertheless, the clinical signiﬁ cance of this effect is small and the 
somewhat lower morphine consumption was not accompanied by differences in 
pain hypersensitivity as measured by von Frey ﬁ laments, by pain scores at rest or 
after mobilization, or in the incidence and intensity of pain two weeks and six 
months after surgery.
The present design thus compared an early versus late intraoperative start to 
NMDA receptor blockade by a low dose of ketamine. The timing of 
administration of the ketamine infusions and total dose of ketamine were 
designed to reduce the incidence of adverse reactions. Because of reports of 
psychotomimetic and emergence reactions associated with ketamine,23,24 we 
planned to stop the second infusion approximately 20-30 minutes before the end 
of surgery so as to minimize the potential occurrence of these adverse effects, 
especially in group 2 patients. We anticipated the mean duration of the radical 
prostatectomy procedure to be three hours as in our earlier study 18 so that 
running the two infusions for approximately 80 minutes each translated into 
stopping the second infusion on average 30 minutes before the end of surgery 
(Table 1 and Figure 1). Emergence reactions were not observed; nor were 
hallucinations or other psychotomimetic effects although one patient in group 2 
reported having had vivid dreams. 
The low dose of ketamine also appeared to have no effect on intraoperative heart 
rate or blood pressure in contrast to the results reported by Roytblat et al.25 
showing a marked reduction in intraoperative hemodynamics associated with a 
single preoperative bolus dose of 0.15 mg kg-1 ketamine i.v.. As shown in Figures 
2 and 3 isoﬂ urane requirements and hemodynamic responses did not signiﬁ cantly 
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differ among the three groups, nor between the ﬁ rst and second infusions within 
groups 1 and 2. To our knowledge, the only other study to compare low dose 
ketamine (0.15 mg kg-1) and saline also reported no signiﬁ cant differences in 
intraoperative heart rate and blood pressure.26
There are several possibilities that alone, or in various combinations, may explain 
the lack of a clinically signiﬁ cant pre-emptive or preventive effect of the fentanyl 
and ketamine used in the present study. The ﬁ rst has to do with the related issues 
of timing of ketamine administration relative to incision and duration of NMDA 
receptor blockade. Central sensitization is not only induced during surgery but 
also postoperatively by inﬂ ammatory inputs.5,6 As discussed above, neither group 
1 nor group 2 received the ketamine infusion for the duration of the surgical 
procedure and no ketamine was given in the postoperative period. Thus, the 
modest effects in rate of morphine consumption we observed might have been 
enhanced had we started the infusion before surgery and continued it throughout 
the procedure into the postoperative period. 
Secondly, the dose of ketamine used in the present study may have been too 
small. Studies of abdominal surgery patients have reported signiﬁ cant effects 
using bolus doses that ranged between 0.15 mg kg-1 and 2 mg kg-1 and infusion 
rates between ~8 µg kg-1 min-1 and 20 µg kg-1 min-1.25,27-30 Negative results have also 
been reported after abdominal hysterectomy using a total ketamine dose 
approximating the 30 mg used in the present study.31 Other surgical procedures 
have produced mixed results: the same small bolus dose of 0.15 mg kg-1 ketamine 
produced an early opposite effect in favor of the post-incision group after 
mastectomy 32 and signiﬁ cantly lower postoperative morphine requirements 48 
hours after anterior cruciate ligament repair in patients treated with ketamine 
before or after surgery compared with a placebo control group.33 In addition, a 
considerable amount of blood loss occurred in all three groups (Table 2) which, 
together with the associated ﬂ uid management, may have reduced further the 
serum concentration of the intravenously ketamine in groups 1 and 2. It is 
possible that a larger dose of ketamine combined with a continuous intravenous 
infusion would have resulted in more clinically signiﬁ cant results in the present 
study. 
A third reason for the lack of a clinically signiﬁ cant effect may have to do with 
the co-administration of fentanyl with ketamine and more generally, the role of 
ketamine in potentiating opioid analgesia by preventing or reducing central 
sensitization. Our expectation was that adding low dose ketamine to a standard 
general anesthetic regimen using fentanyl would produce enhanced 
antinociceptive effects due to the combined actions of the two agents operating at 
different receptor sites,8,9 and in particular by preventing or obtunding the 
NMDA-mediated state of pain hypersensitivity that normally ensues following 
tissue damage.9 However, the results of a recent rat study in which epidural 
ketamine was combined with various doses of morphine and fentanyl suggests 
that the effects of ketamine may depend on the speciﬁ c mu-opioid agonist.34 
Whereas ketamine potentiated the antinociceptive effects of morphine, it 
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antagonized the effects of fentanyl at several doses. The mechanism by which 
this antagonistic effect occurred is not known but may involve competition for 
active blood-brain barrier transport proteins due to the high lipophilicity of both 
ketamine and fentanyl, competition between ketamine and fentanyl for the mu-
receptor, drug differences in mu-receptor subtype binding, or intracellular 
differences in phosphorylation associated with speciﬁ c opioid-ketamine 
combinations.34 
To date six studies have evaluated pre-emptive or preventive effects of i.v. 
ketamine in combination with an opioid. The clinical data do not point to a
clear-cut relationship between the relative efﬁ cacy of ketamine when 
administered with various opioid agonists although Hoffmann et al.34 suggested 
that lipophilicity may be a factor. The two studies that administered ketamine in 
combination with morphine found a signiﬁ cant opioid sparing effect,27,29 and a 
signiﬁ cant reduction in postoperative pain 27 compared with a control group. The 
only other study to have administered preoperative ketamine with fentanyl also 
found a signiﬁ cant opioid sparing effect in favor of the ketamine treated patients 
compared with a saline control group.25 The remaining three studies did not ﬁ nd a 
pre-emptive or preventive effect when ketamine was administered in combination 
with the fast-acting opioids sufentanil 32,33 or alfentanil.35 Interestingly,
co-administration of ketamine and alfentanil before or after surgery resulted in 
greater pain intensity when compared with a saline control group that received 
alfentanil alone.35 These results were opposite in direction to what was predicted 
and are consistent with the suggestion that ketamine may have antagonized the 
antinociceptive effects of the opioid.34 Further studies are required to determine 
the relative efﬁ cacy of ketamine in combination with various opioid agonists.
The literature contains two competing hypotheses that may, in part, help to 
explain the negative ﬁ ndings of the present study. On the one hand, it is possible 
that the fentanyl and other agents (e.g., nitrous oxide), administered as part of the 
general anesthetic regimen, exerted subtle, additive pre-emptive effects, which 
may have attenuated the central sensitizing effects of surgery in all patients 
thereby minimizing the effect size when comparing groups 1 and 2 with the 
control group.  
On the other hand, recent evidence showing that under certain conditions opioids 
activate pronociceptive systems associated with acute opioid tolerance and 
opioid-induced hyperalgesia.36-39 These phenomena are derived from an NMDA 
receptor mediated mechanism similar to that which occurs following tissue 
damaging injury. Mu-opioid receptor agonists produce a sustained increase in 
NMDA-activated currents by activating intracellular protein kinase C which 
potentiates the NMDA response by reducing the voltage-dependent Mg2+ block of 
NMDA receptor channels. In rats, pretreatment with ketamine prior to opioid 
administration and followed by repeated ketamine injections prevented opioid-
induced hyperalgesia and acute tolerance to opioids.40 It is possible that in the 
present study, the administration of fentanyl to all patients may have activated a 
pronociceptive system thereby minimizing later inter-groups differences in 
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postoperative pain and morphine consumption. The subsequent administration of 
ketamine to groups 1 and 2 after the fentanyl had been given may have been too 
late to prevent opioid-induced NMDA receptor activation. 
Taken together, these results suggest that clinically signiﬁ cant reductions in 
postoperative pain and analgesic use are more likely to be found when ketamine 
is administered preventively 6,7 before induction of anesthesia (prior to an opioid; 
preferably morphine) and continuously throughout the operation.
In addition, use of the s(+)-isomer of ketamine may produce more substantial 
results. The s(+)-isomer has been shown to be 3 to 4 times more potent than the 
r(-)-isomer in producing anti-nociceptive effects and, in equianalgesic doses, 
possibly to induce fewer psychotomimetic effects.41-43 These suggestions appear 
to be supported by preliminary results.44
In summary, preoperative i.v. fentanyl plus a low dose i.v. ketamine infusion did 
not reduce cumulative morphine consumption or pain, to a clinically signiﬁ cant 
extent, when compared with the same regimen initiated 70 minutes after the start 
of surgery or a fentanyl plus saline control condition. Although the rate of 
morphine consumption on day 3 was signiﬁ cantly lower in group 1 than in 
groups 2 and 3, by two weeks and six months after surgery the three groups did 
not differ signiﬁ cantly in pain incidence or intensity. Extending the duration of 
the infusion to cover a longer period of nociceptive activity, use of the
s(+)-isomer of ketamine and co-administering it in combination with morphine 
may produce more clinically meaningful results.
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Introduction
There is a large body of evidence indicating that noxious stimulation and frank 
injury may have profound effects on the central neural processes involved in pain 
transmission, including the establishment of central sensitization and the 
transition of acute, time-limited pain to chronic, pathological pain.1,2 It is now 
well established that the N-methyl-D-aspartate (NMDA) receptor-ion channel 
complex plays a critical role in the development of central sensitization.3,4 This 
has led to renewed interest in the pain-relieving properties of clinically available 
NMDA receptor antagonists such as ketamine for use in humans undergoing 
major surgery.5
More recently, NMDA receptor activation has also been linked to the 
development of acute opioid tolerance and opioid-induced hyperalgesia.6,7 
Furthermore it is now recognized that the process of central sensitization is not 
only induced during surgery but also postoperatively by inﬂ ammatory injuries.8,9 
In the clinical setting this suggests that for optimal effect, NMDA receptor 
antagonists need to be administered before induction of anesthesia (before the 
opioids are given) and continued during surgery and well into the postoperative 
period. To evaluate this possibility we compared the effects of intraoperative low 
dose s(+)-ketamine versus saline given intravenously (started before induction of 
anesthesia) followed by intravenous postoperative patient-controlled low dose 
s(+)-ketamine plus morphine, versus morphine alone, on postoperative pain and 
analgesic consumption after radical prostatectomy.
Methods
Approval to carry out the study was obtained from the institutional ethics 
committee at the University Medical Centre, Nijmegen. Eligible patients were 
men scheduled for radical retropubic prostatectomy. Inclusion criteria were 
ability to speak Dutch, 18-75 years of age, ASA class 1-3, stable or no signiﬁ cant 
central nervous system, respiratory, cardiac, hepatic, renal or endocrine 
dysfunction and/or any signiﬁ cant sequelae, no history of signiﬁ cant 
psychopathology, chronic pain or chronic use of opioid or non-opioid analgesics, 
no previous allergies or adverse reactions to opioid analgesics, no ingestion of 
antitussive medication (dextromethorphan) within 48 hours of surgery, no history 
of alcohol or drug dependency or abuse and body weight 60-100 kg with a body 
mass index ≤ 30 kg m-2. 
All patients were told about the study and screened for suitability and interest 
during the visit to the Preoperative Assessment Clinic approximately 2-4 weeks 
before surgery. At that time patients were informed about the nature and purpose 
of the study and were sent home with a consent form describing the study 
purpose, procedures and risks. One week later, the patient was telephoned at 
home to answer any questions and to obtain verbal informed consent. On the day 
before surgery, after admission to the hospital, patients who had verbally 
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consented were visited on the ward to obtain written, informed consent. Patients 
were then introduced to the Visual Analogue Scale (VAS), the patient-controlled 
analgesia (PCA) pump and pressure algometry. A baseline VAS pain score was 
taken with the patient in a resting position. On the day before surgery, patients 
were randomly assigned to one of two groups: ketamine/morphine or saline/
morphine. Two syringes were prepared for each patient; one contained either 50 
ml s(+)-ketamine 1 mg ml-1 or saline for intraoperative administration and the 
other 50 ml s(+)-ketamine 1 mg ml-1 plus morphine 2 mg ml-1 or morphine 2 mg 
ml-1 alone for postoperative use in the PCA pump. Study syringes were prepared 
and dispensed by the Pharmacy of the University Medical Centre Nijmegen on 
the basis of a predetermined randomisation schedule (using the random function 
of Microsoft EXCEL 97). The syringes were coded and prepared in a blinded 
fashion for each patient and retained by the pharmacy department.
Premedication consisted of oral midazolam 7.5 mg (administered 45-60 min 
before the expected time of induction of general anesthesia). An additional 2 mg 
midazolam was given intravenously after insertion of a venous line. Five minutes 
before induction with propofol (2 mg kg-1) and fentanyl (2 g kg-1), patients 
received a bolus injection of 0.1 ml kg-1 s(+)-ketamine (ketamine/morphine 
group) or saline (saline/morphine group), followed by a continuous infusion of 
0.002 ml kg-1 min-1 of the same agent. For patients in the ketamine/morphine 
group, this amounted to a bolus dose of 100 µg kg-1 s(+)-ketamine and a 
continuous infusion of 2 µg kg-1 min-1 s(+)-ketamine. After induction, 0.6 mg kg-1 
rocuronium was given to facilitate tracheal intubation. Anesthesia was 
maintained with isoﬂ urane in N2O/O2 (60%/40%) aiming at an end expiratory 
concentration of isoﬂ urane of 0.7 %. Further rocuronium 0.1-0.2 mg kg-1 was 
given when necessary. Morphine in a dose of 50 µg kg-1 was given when there 
were signs of inadequate analgesia (increase in blood pressure or heart rate above 
10% of baseline value). The continuous infusion of s(+)-ketamine (ketamine/
morphine group) or saline (saline/morphine group) was stopped at skin closure. 
At the conclusion of surgery, neuromuscular blockade was reversed (when 
necessary) with neostigmine (0.05 mg kg-1) and atropine (0.01-0.02 mg kg-1).
Immediately on arrival in the Post Anesthesia Care Unit (PACU) the PCA pump 
(SIMS Graseby 3300 PCA Pump, Watford, Herts, UK), loaded with the coded 
syringes, was attached to the patient’s intravenous cannula. The PCA system was 
programmed to deliver a bolus of 0.5 ml, corresponding to a bolus dose of 0.5 
mg s(+)-ketamine plus 1 mg of morphine for the ketamine/morphine group and 1 
mg morphine for the saline/morphine group. The lock-out time was set at 5 
minutes. No background infusion was delivered. If the patient complained of 
pain in the PACU but was too drowsy to use the PCA pump, the attending nurse 
was permitted to push the PCA pump button. PCA was continued until the end of 
the study, 48 hours after surgery. No other analgesics were administered during 
the study period. When required, bladder spasm pain was treated with 5 mg 
oxybutynin three times daily. After transfer to the ward, pain management was 
supervised by the researchers and the Acute Pain Service. If a patient required 
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intravenous analgesia beyond the 48-hour study period, the study syringes were 
removed and the patient was treated according to the hospital’s Acute Pain 
Service protocol for managing pain. Nausea and vomiting were treated with 
ondansetron 4 mg given intravenously.
Pain was assessed with patients at rest (VAS-R) at 1, 2, 3, 4, 8, 12, 18, 24, 30, 36, 
42 and 48 hours after surgery. The VAS pain scale consists of a 10-cm horizontal 
line with the two endpoints labeled “no pain” and “worst possible pain”. Pain 
was also assessed after standard mobilization (VAS-M) at 24 and 48 hours by 
asking patients to perform two maximal inspirations before rating their pain. 
Sensitivity to mechanical pressure around the surgical wound was assessed using 
a Pressure Threshold Meter (Pain Diagnostics and Thermography Inc, Great 
Neck, NY, USA), a force gauge with a rubber tip (1 cm2 in diameter) and a 10-kg 
range in 0.1-kg divisions. The pain perception threshold was determined by 
applying pressure and recording in kg cm-2 the level at which the patient ﬁ rst 
reported pain. The patient then rated, on a 10-cm VAS, the intensity of the pain at 
this threshold. After surgery, pain perception thresholds were obtained 5 cm from 
the left and right edges of the surgical wound (halfway between umbilicus and 
pubic symphysis) at 24 and 48 hours after surgery.
Subjective reports of dreams (0 = none, 1 = pleasant, 2 = unpleasant,
3 = nightmare), hallucinations (0 = no, 1 = yes) and other adverse effects were 
documented for all patients at 24 and 48 hours after surgery. The latter effects 
included drowsiness, dizziness, confusion and feelings of unreality (0 = none,
1 = mild, 2 = moderate, 3 = severe). Postoperative sedation was assessed at 1, 2, 
3, 4, 8, 12, 18, 24, 30, 36, 42 and 48 hours after surgery using a 5-point modiﬁ ed 
sedation scale (0 = alert and orientated, 1 = awake but drowsy, 2 = sleeping but 
arousable by verbal commands, 3 = sleeping but arousable by tactile stimuli and 
4 = comatose).10 Postoperative nausea and vomiting were assessed at 1, 2, 3, 4, 8, 
12, 18, 24, 30, 36, 42 and 48 hours after surgery. Nausea was measured using a 
10-cm horizontal VAS with endpoints labeled “no nausea” and “extreme nausea”. 
Vomiting was assessed as present or absent. Postoperative pruritus was assessed 
at 1, 2, 3, 4, 8, 12, 18, 24, 30, 36, 42 and 48 hours after surgery using a 10-cm 
horizontal VAS with endpoints labelled “no itching” and “extreme itching”.
Before the start of the study we estimated that a total sample size of 22 patients 
would be required (11 per group), This was based on a type-I error rate of 0.05 
and power of 0.90 using 48-hour mean cumulative morphine consumption used 
by patients in the study by Adriaenssens et al.,11 with ability to detect a mean 
difference of ~27 mg (27 mg versus 54 mg) with a standard deviation of 20 mg. 
Based on an anticipated attrition rate of 20-25% due to prerandomisation drop-
outs, complications, adverse effects, protocol violations and withdrawals, a total 
of 28 patients were recruited. Data were analysed using the Statistical Package 
for the Social Sciences (SPSS for WINDOWS, release 10.0, Chicago, IL, USA). 
Clinical variables and cumulative morphine consumption were compared using 
independent t-tests for continuous data and Fisher’s exact test for categorical 
data. The primary outcome measure, cumulative morphine consumption at 48 
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hours after surgery, was compared by independent samples t-test. The VAS-R 
pain scores at set intervals (see above) and PCA morphine consumption between 
these intervals, were each analysed by two-way repeated measures ANOVA using 
group as the independent samples factor and time as the repeated measures 
factor. Area under the curve was also computed for the two groups for morphine 
consumption and VAS-R pain scores and compared between the groups by 
independent samples t-test.12 Visual analogue pain scores after mobilization 
(VAS-M), pressure pain threshold and magnitude of side-effects were analysed 
by Mann-Whitney U-test and incidence of adverse effects by Chi-squared test. 
Statistical signiﬁ cance was set at p < 0.05. No intent-to-treat analysis was 
planned; only a per protocol analysis was performed.
Results
Of the 28 patients enrolled in the study, three were excluded: one in the 
ketamine/morphine group because of protocol violation on the ﬁ rst postoperative 
day (he was given a sedative by the attending urologist) and two in the saline/
morphine group (one because of surgery lasting more than 6 hours with the need 
for postoperative ventilation and another because of development of a large 
wound hematoma on the ﬁ rst postoperative day). Baseline characteristics and 
clinical variables are shown in Table 1. Although mean end-expiratory isoﬂ urane 
concentration differed signiﬁ cantly between the groups this was not considered 
clinically signiﬁ cant.
Mean (SD) total cumulative morphine consumption was signiﬁ cantly lower
(p = 0.049) in the ketamine/morphine group (47.9 (26.2) mg) compared with the 
saline/morphine group (73.4 (34.8) mg) at the end of the study, 48 hours after 





Age; years 60.1 (4.7) 61.7 (4.7)
Weight; kg 83.1 (13.6) 79.9 (12.2)
Height; cm 179 (5.8) 180 (8.3)
Preoperative VAS* for pain; cm 0.0 (0.0) 0.0 (0.0)
Total intraoperative morphine; mg 8.5 (6.3) 10.0 (6.1)
Mean end-expiratory isoﬂ urane concentration; % 0.65 (0.07)† 0.71 (0.04)†
Blood loss; ml 1472 (752) 1518 (856)
Duration of surgery; min 148 (23) 158 (25)
Table 1. Baseline and pre- and intraoperative data in patients receiving ketamine/morphine or saline/
morphine. Values are as mean (SD). * VAS; visual analogue scale. † p = 0.009.
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(n = 12) p-value
VAS-R; cm
  1 h 3.3 (1.6 [0.9-6.1]) 4.9 (1.5 [2.7-8.4]) 0.01*
  2 h 2.4 (1.8 [0-5.8]) 4.2 (1.8 [0.8-6.9])
  3 h 1.7 (1.2 [0-3.8]) 3.3 (1.4 [1.3-6.1])
  4 h 1.4 (1.2 [0-2.9]) 2.9 (1.6 [0.8-5.5])
  8 h 1.8 (1.4 [0-4.9]) 2.2(1.3 [0-4.0])
12 h 1.2 (1.2 [0-4.0]) 2.1 (1.5 [0-5.0])
18 h 1.5 (1.4 [0-4.8]) 2.8 (1.2 [1.3-4.8])
24 h 1.2 (1.0 [0-3.1]) 2.0 (1.4 [0-5.4])
30 h 1.6 (2.2 [0-8.6]) 1.8 (2.0 [0-6.8])
36 h 0.6 (0.8 [0-2.0]) 1.5 (1.4 [0-5.0])
42 h 1.1 (1.9 [0-5.0]) 1.4 (1.3 [0-4.0])
48 h 0.8 (0.8 [0-2.5]) 0.9 (0.8 [0-2.1])
Area under the 
curve†
61.2 (29.2 [7.9-109]) 92.4 (44.9 [42.2-204.8]) 0.049
VAS-M; cm
24 h 2.7 (2.5 [0.0-7.3]) 2.8 (2.6 [0.0-9.0]) NS
48 h 1.1 (1.2 [0-3.7]) 0.5 (0.4 [0-1.1]) NS
Table 2. Postoperative pain scores at rest (VAS-R) and after standard mobilization (VAS-M) in patients 
receiving ketamine/morphine or saline/morphine. Data are mean (SD [range]).
* For ANOVA across whole 48-hour study period. † Area under the curve for VAS-R 1-48 hours.
Figure 1. Cumulative PCA-morphine consumption in patients receiving ketamine/morphine (solid) or 
saline/morphine (clear). Values are mean (SD). Overall consumption was less in the ketamine/
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ANOVA indicated that over the 48-hour study period patients in the ketamine/
morphine group consistently self-administered signiﬁ cantly less morphine
(p = 0.049) than those in the saline/morphine group and consistent with this, the 
area under the curve for morphine consumption in the ketamine/morphine group 
was also less (p = 0.037). Pain scores at rest analysed by ANOVA and by 
comparison of area under the curve also revealed signiﬁ cant differences between 
the groups (Table 2). Signiﬁ cant differences were not found for VAS-M pain 
scores (Table 2), nor for the number of patients needing oxybutynin for bladder 
spasm pain or pressure pain thresholds at 24 or 48 hours after surgery (Table 3).
No signiﬁ cant differences were found in the incidence or extent of morphine or 
s(+)-ketamine related side-effects. No hallucinations were reported at any time 
point. One patient in each group reported “pleasant” dreams at 24 hours, but no 
dreams were reported at 48 hours. All other side effects are presented in Table 4.
Discussion
The results of this study show that low dose s(+)-ketamine given during and after 
radical prostatectomy reduces PCA morphine consumption by 34% at 48 hours 
after surgery and lower pain scores at rest compared with a standard treatment 
control group that did not receive s(+)-ketamine. 
Ketamine belongs to the group of non-competitive NMDA receptor antagonists 
that bind to the recognition site in the NMDA receptor operated ion channel.13 
Although there is evidence for the interaction of ketamine with opioid receptors, 
monoaminergic receptors, nicotinic and muscarinic cholinergic receptors, Ca2+ 
channels, GABA receptors and Na+ channels, ketamine has the highest afﬁ nity 


























Table 3. Need for oxybutynin for bladder spasm pain and pressure pain thresholds (PPT) at 24 and 48 h after 
surgery, in patients receiving ketamine/morphine or saline/morphine. Values are number (proportion) or 
mean (SD [range]). No signiﬁ cant differences between groups. * VAS; visual analogue scale
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s(+)- and r(-)-ketamine. S(+)-ketamine shows an afﬁ nity for the NMDA receptor 
that is four times higher than that of r(-)-ketamine.16 In a study of healthy 
volunteers, ketamine isomers induced less fatigue and cognitive impairment than 
equianalgesic low dose racemic ketamine. In addition, s(+)-ketamine produced 
less decline in concentration capacity and primary memory.17 Because of its 
higher potency (about twice that of racemic ketamine) and more favorable 
adverse effects proﬁ le, s(+)-ketamine is an attractive alternative to the racemate 
for perioperative use in humans.
For low dose ketamine to be an effective (co)analgesic and morphine-sparing 
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Table 4. Adverse effects in patients receiving ketamine/morphine or saline/morphine. Values are number or mean 
(SD [range]). No signiﬁ cant differences between groups.
* None / mild / moderate / severe
† Alert and orientated / awake but drowsy / sleeping but rousable by verbal commands / sleeping but rousable by 
tactile stimuli / comatose
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importance. First, it has been shown that opioids activate not only antinociceptive 
systems but also pronociceptive systems, causing acute opioid tolerance and 
opioid-induced hyperalgesia.6,7 These phenomena seem to stem from a common 
NMDA receptor dependent mechanism; use of mu-opioid receptor agonists 
causes a sustained increase in NMDA-activated currents by activating 
intracellular protein kinase C. In turn, protein kinase C potentiates the NMDA 
response by reducing the voltage-dependent Mg2+ block of NMDA receptor 
channels.18  In rats, pretreatment with ketamine (before opioid administration) and 
subsequent repeated ketamine injections prevented opioid-induced hyperalgesia 
and acute tolerance to opioids.19 Second, it is now recognized that central 
sensitization is not only induced during surgery (by incisional injury) but also 
postoperatively by inﬂ ammatory injuries.8,9 This means that efforts to prevent the 
development of central sensitization must be continued well into the 
postoperative period and should not be limited to the duration of the surgical 
procedure. The practical consequences of both of these concepts are that 
ketamine should be administered before induction of anesthesia (especially 
before the opioids are given) and continued during surgery and into the 
postoperative period. As suggested by the results of the present study, this leads 
to lower postoperative morphine consumption and also to lower postoperative 
pain scores. Further study is required to ascertain the practical importance, in the 
clinical setting, of the need to give ketamine before the opioids, by comparing 
the administration of ketamine before and after the opioids.
We did not ﬁ nd signiﬁ cant differences in the sensitivity to mechanical pressure 
applied around the surgical wound. Tverskoy et al.20 used pressure algometry on 
the wound to show that the use of a rather high dose of racemic ketamine (bolus 
dose of 2 mg kg-1 during induction followed by a continuous infusion of
20 µg kg-1 min-1 until the end of surgery) decreased wound sensitivity in patients 
after abdominal hysterectomy. Kopert et al.21 used von Frey ﬁ laments to show 
that a mean dose of 0.4 mg kg-1 of s(+)-ketamine (administered over 20 minutes) 
was capable of inhibiting the development of secondary hyperalgesia in 
experimentally electrically induced pain. The use of higher doses of
s(+)-ketamine might have yielded more signiﬁ cant differences in sensitivity to 
mechanical pressure around the surgical wound in the present study.
To date only one other published study has described the use of intravenously 
low dose s(+)-ketamine in the surgical patient. In contrast to the results of the 
present study, Jaksch et al.22 did not ﬁ nd evidence for improved postoperative 
analgesia when s(+)-ketamine was used in patients undergoing arthroscopic 
anterior cruciate ligament repair. There are three obvious differences between our 
study and that of Jaksch et al.: starting the s(+)-ketamine after opioids were 
given; discontinuation of s(+)-ketamine 2 hours after surgery; and the type of 
surgery. As discussed, the ﬁ rst differences can possibly lead to a reduced 
effectiveness of low dose s(+)-ketamine. Most importantly, the study by Jaksh et 
al. examined the effect of perioperative s(+)-ketamine on later postoperative pain 
since they stopped the ketamine infusion 2 hours after surgery but continued to 
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look for effects over the following ﬁ ve days. In contrast, we examined the effect 
on postoperative use of morphine and postoperative pain of starting a low dose of 
s(+)-ketamine before induction with continuation during surgery and for 48 hours 
thereafter. Another difference between studies concerns the patient populations 
and surgical procedures. Compared with the major surgery (radical 
prostatectomy) in the present study, the arthroscopic knee surgery used in the 
study of Jaksch et al. is a relatively minor type of surgery. It is clear that 
arthroscopic surgery causes less tissue trauma which may lead to a lower 
postoperative pain intensity. Finally, patients in the study by Jaksch et al. were 
substantially younger (30 (8) years and 33 (7) years) than the patients in the 
present study (60.1 (4.7) years and 61.2 (4.7) years). This raises the possibility 
that the opioid-sparing effects of s(+)-ketamine may be age related; however, 
further research is required to evaluate this possibility. 
There are several limitations to the present study. First concerns the relatively 
small number of patients studied. This might explain why despite the 34% 
reduction in 48-hour morphine consumption in the ketamine/morphine group, no 
differences in morphine related side effects were found. Second, patients in this 
study were only followed up to 48 hours after surgery. The study cannot address 
the question of whether perioperative s(+)-ketamine inﬂ uences pain and 
analgesic consumption in the longer term. Third, although we did not ﬁ nd 
differences in psychomimetic side effects, a larger study is needed to assess this 
properly. A larger study is also needed to assess whether the favorable 
postoperative effects of s(+)-ketamine makes a difference in clinical outcomes 
such as time to ambulation, resumption of dietary intake and discharge from 
hospital.
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Introduction
Currently, a large body of evidence indicates that inadequate treatment of acute 
pain can have long-lasting effects. Brief noxious stimulation and frank injury 
may have profound effects on the central nervous system that long outlast the 
injury.1 Intraoperative as well as postoperative pain results in a “barrage” of nerve 
impulses entering the spinal cord and the release, from small diameter afferent C 
ﬁ bers, of excitatory amino acids and neuropeptides which induce a state of 
hyperexcitability in spinal dorsal horn neurons, leading to prolonged 
postoperative pain. This central nervous system plasticity, resembling a sort of 
“pain memory”, is referred to as central sensitization and may contribute to 
persistent pain. 
The N-methyl-D-aspartate (NMDA) receptor plays an important role in the 
process of central sensitization.2,3 Excitatory amino acids, such as glutamate and 
aspartate activate the NMDA receptor leading to an increase in intracellular 
calcium and activation of second messengers, which stimulate protein kinases 
and modify neuronal excitability. NMDA receptor activation may also produce 
longer-lasting changes by stimulating new gene expression. 
The role of the NMDA receptor in the development of central sensitization, acute 
opioid tolerance and opioid-induced hyperalgesia has led to renewed interest in 
NMDA receptor antagonists for clinical use in humans.1,4,5 Ketamine (for review 
see Schmid et al.6) and dextromethorphan7,8 have been studied almost to the 
exclusion of other clinically available substances that antagonize the NMDA 
receptor-ion channel complex. 
One of these substances is amantadine (1-aminoadamantane). Amantadine has 
been in clinical use for more than 20 years and is primarily used for the treatment 
of Parkinson’s disease and as an antiviral drug. Evidence shows amantadine to be 
a non-competitive NMDA receptor antagonist.9,10 Therefore, amantadine may be 
useful in decreasing pain and analgesic requirements, possibly by preventing 
postsurgical central sensitization, acute opioid tolerance and opioid induced 
hyperalgesia. This randomised, double-blind, placebo-controlled pilot study was 
designed to evaluate the postoperative analgesic and opioid sparing effects of 
amantadine given orally over the perioperative period in patients undergoing 
radical prostatectomy. 
Methods
Selection and randomization of patients
Approval to carry out the study was obtained from the Toronto Hospital 
Committee for Research on Human Subjects (Toronto, Ontario, Canada). 
Eligible individuals were men booked for radical retropubic prostatectomy. 
Inclusion criteria were ability to speak English; 18-75 years; American Society 
of Anesthesiologists physical status class I-III; stable or no signiﬁ cant central 
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nervous system, respiratory, cardiac, hepatic, renal or endocrine dysfunction and/
or any signiﬁ cant sequelae; no history of signiﬁ cant psychopathology; no history 
of chronic pain or chronic use of opioid and non-opioid analgesics; no previous 
allergies or adverse reactions to amantadine or opioid analgesics; no ingestion of 
antitussive medication (dextromethorphan) within 48 hours of surgery; no history 
of alcohol or drug dependency/abuse; and a body weight between 60 and 90 kg 
with a body mass index of 30 kg m-2 or less. 
A member of the Acute Pain Research Unit saw all eligible patients in the 
preadmission clinic, where they were screened for suitability and interest. 
Patients were informed of the nature of the study and introduced to the visual 
analogue scale (VAS), the patient-controlled analgesia (PCA) pump and pressure 
algometry.
For the purpose of this preliminary study, it was decided to recruit 20 patients. 
Based on an anticipated attrition rate of 15-20% due to complications, adverse 
effects, protocol violations and patient withdrawal, a total of 24 patients were 
recruited.
Patients were randomly assigned to one of two groups based on a pre-determined 
randomization schedule.11 Patients in the amantadine group received amantadine 
in a dose of 200 mg the evening before surgery; 200 mg at 1 hour before surgery; 
and 100 mg 8, 20 and 32 hours after surgery. Patients in the placebo group 
received placebo capsules at the same time as the patients in the amantadine 
group. Amantadine and placebo capsules were prepared by the Toronto General 
Hospital Pharmacy. One whole amantadine 100 mg capsule (Lot: 9AD0721; 
exp.: November 2001; Endo Pharmaceuticals, Chadds Ford, PA, USA) was 
inserted into a No. 2 empty red gelatin capsule. For placebo capsules, No. 2 
empty red gelatin capsules were ﬁ lled with Lactose powder (Lot: 127665/12243; 
Bio-Health, Dawson Traders Limited, Toronto, Ontario, Canada). The 
amantadine and placebo capsules were coded and dispensed on a patient-by-
patient basis by the pharmacy along with a sealed, opaque envelope containing 
the patient’s number and group allocation. If the attending anesthetist/Acute Pain 
Service physician determined it to be necessary for optimal patient management, 
the envelope was to be opened and the code was to be broken.
The study was double blind in that all patients and personnel involved in patient 
care, data collection, scoring and entry were unaware of the group to which the 
patient had been assigned.
General anesthesia
Midazolam, 1-2 mg, was administered intravenously to all patients 10 minutes 
before the anticipated time of induction of general anesthesia. A dosage of
2.5 µg kg-1 fentanyl was administered 60 seconds before induction with thiopental 
(3-5 mg kg-1). Muscle relaxation and tracheal intubation were facilitated with 
rocuronium bromide (0.6-0.9 mg kg-1). Anesthesia was maintained with 
60%/40% N2O/O2 and isoﬂ urane aimed at an end-tidal concentration of 0.6%. 
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Muscle relaxant was given as necessary. Morphine (75 µg kg-1) was given 
intravenously to maintain blood pressure and heart rate within 10% of baseline 
values. At the conclusion of surgery, neuromuscular blockade was reversed 
(when necessary) with neostigmine (0.05 mg kg-1) and glycopyrrolate
(0.01 mg kg-1). During the surgical procedure, patients were continuously 
monitored with an electrocardiogram, a pulse oximeter, a temperature probe and 
an end-tidal carbon dioxide and end-tidal gas analyser. 
Postoperative pain management
Immediately upon arrival in the Post Anesthesia Care Unit (PACU), the PCA-
pump (Abbott Life Care Infuser; Abbott Laboratories, Chicago, IL, USA), loaded 
with morphine, was attached to the patient’s intravenous access. When the patient 
reported pain, a loading dose of 50 µg kg-1 morphine was given through the PCA 
pump by the attending nurse. If the patient continued to experience pain, further 
increments of 50 µg kg-1 were given through the PCA pump until the patient was 
comfortable. Every 10 min during the patient’s stay in the PACU, the patient was 
asked whether he needed pain relief. An afﬁ rmative response was followed by 
administration of another 50 µg kg-1 bolus of morphine. This procedure was 
continued until the patient no longer requested pain relief and/or was alert 
enough to use the PCA pump himself.
The PCA pump was programmed to administer a bolus of 1 mg of morphine with 
a lockout time of 5 minutes and a 4-hourly maximum dose of 40 mg. No 
background infusion was delivered. PCA was continued until the end of the 
study, 48 hours after surgery. After the patient was transferred from the PACU to 
the ward, the PCA pump was the sole method of providing pain relief and was 
overseen by the research team and the Acute Pain Service of the Department of 
Anesthesia. No other analgesics were administered during the study period. If the 
patient rated his pain as 6 or higher on a VAS for a period of 1 hour, the PCA 
bolus dose was increased to 1.5 mg of morphine. When required, bladder spasm 
pain was treated with oxybutynin 5 mg three times a day.
If a patient required intravenous analgesia beyond the 48 hours study period, 
PCA morphine was continued as per the Acute Pain Service protocol.
Pain assessment instruments
Visual analogue scale (VAS)
The VAS provides a simple, efﬁ cient and minimally intrusive measure of pain 
intensity that has been used widely in research settings where a quick index of 
pain is required and to which a numerical value can be assigned.12 The VAS 
consists of a 10-cm horizontal line, with the two endpoints labeled “no pain” and 
“worst possible pain”, respectively. The patient marked the 10-cm line at the 
point that corresponded to the level of pain intensity experienced at that time. 
The distance (in centimeters) from the low end of the VAS and the patient’s mark 
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was used as a numerical index of pain intensity. Pain was assessed with patients 
at rest (VAS-R) at 1, 2, 3, 6, 12, 24, 36 and 48 hours after surgery. Pain was also 
assessed after standardized mobilization (VAS-M) at 24 and 48 hours by asking 
patients to roll from a supine to a side-lying position and perform two maximal 
inspirations before rating their pain.
 
McGill Pain Questionnaire
The McGill Pain Questionnaire (MPQ) was developed by Melzack 13 to obtain 
quantitative and qualitative measures of the experience of pain. The MPQ yields 
two global scores, the pain rating index and the present pain intensity, which 
have been found to provide valid and reliable measures of pain.12,13 The pain 
rating index is the sum of the rank values of the words chosen from 20 sets of 
qualitative words, with each set containing two to six adjectives that describe the 
sensory, affective and evaluative properties of pain. The lists of pain descriptors 
are read to the patients, who are asked to choose the word in each category that 
best describes their pain at the moment. The present pain intensity is rated on a 
scale of 0-5 as follows: 0 = none, 1 = mild, 2 = discomforting, 3 = distressing,
4 = horrible and 5 = excruciating. The MPQ was administered at 24 and 48 hours 
after surgery.
Pressure Threshold Meter
Sensitivity to mechanical pressure around the surgical wound was assessed using 
a Pressure Threshold Meter (PTM) (Pain Diagnostics and Thermography Inc, 
Great Neck, NY, USA). The PTM is a force gauge with a rubber tip (1 cm2 in 
diameter) and a 10-kg range in 0.1-kg divisions. The PTM is used to obtain 
quantitative assessments of muscle/deep tissue tenderness in response to applied 
pressure.14 The pain perception threshold (PPT) was determined by applying 
pressure and recording (in kg cm-2) the level at which the patient ﬁ rst reported 
pain. The patient then rated, on a 10-cm VAS, the intensity of the pain induced 
by the PTM. Baseline PPTs were obtained from the left and right of midline on 
the abdomen at the level of Th9 on the morning of surgery before the operation. 
Postoperatively, PPTs were obtained 5 cm from the left and right edges of the 
wound dressing at 24 and 48 hours after surgery.
Assessment of adverse effects
Sedation
Postoperative sedation was assessed at 1, 2, 3, 6, 12, 24, 36 and 48 hours after 
surgery using a ﬁ ve-point modiﬁ ed sedation scale (0 = alert and orientated,
1 = awake but drowsy, 2 = sleeping but arousable by verbal commands,
3 = sleeping but arousable by tactile stimuli and 4 = comatose).15
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Nausea and vomiting
Postoperative nausea and vomiting were assessed at 1, 2, 3, 6, 12, 24, 36 and 48 
hours after surgery. Nausea was measured using a 10-cm horizontal VAS with 
endpoints labeled “no nausea” and “extreme nausea”. At the end of the study a 
retrospective over all nausea score was obtained using the same scale. Vomiting 
was assessed as present or absent.
Pruritus
Postoperative pruritus was assessed at 1, 2, 3, 6, 12, 24, 36 and 48 hours after 
surgery using a 10-cm horizontal VAS with endpoints labeled “no itching” and 
“extreme itching”. 
Other adverse effects
The presence of insomnia, dizziness, nervousness and dry mouth was assessed at 
24 and 48 hours after surgery using a four-point scale (0 = none, 1 = mild,
2 = moderate, 3 = severe). 
Patient satisfaction
A four-item satisfaction questionnaire was administered at the end of the study to 
all patients (1 = very dissatisﬁ ed; 2 = somewhat dissatisﬁ ed; 3 = somewhat 
satisﬁ ed; 4 = very satisﬁ ed). Patients rated their satisfaction with the care they 
received from their physician, nurses and other staff and their pain control and 
overall hospital experience.
Analysis of plasma amantadine, morphine and morphine metabolites
For analysis of amantadine and morphine plasma concentrations, a venous blood 
sample was taken 1 hour before induction of anesthesia (before the second dose 
of amantadine was administered), immediately after skin closure and at 24 and 
48 hours after surgery. Blood samples were collected in 10-ml heparinized tubes 
and centrifuged immediately, and the plasma was removed and kept at –20º C 
until analysis. We used the method reported by Bras et al.16 for the analysis of 
amantadine. For quantiﬁ cation, plasma samples were extracted with toluene, 
converted to acetylamantadine and then analysed by gas chromatography using a 
nitrogen-speciﬁ c detector.
For analysis of morphine, morphine-3-glucoronide (M3G) and morphine-6-
glucoronide (M6G), plasma samples were extracted using a solid-phase 
extraction method described by Gerostamoulos and Drummer,17 with 
hydromorphone as the internal standard. After the extraction and reconstitution, 
samples were quantiﬁ ed by high-performance liquid chromatography with both 
electrochemical and ﬂ uorescent detection according to Meng et al.18
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Statistical analysis
Data were analysed using the Statistical Package for the Social Sciences (SPSS 
for Windows, release 9.0; SPSS, Chicago, IL, USA) and Primer of Biostatistics 
(version 4.0; McGraw-Hill, New York, NY, USA).19 Background demographic 
data and clinical variables were compared using two-tailed t-tests (for continuous 
data) and Pearson chi-squared tests (for frequency data). No intent to treat 
analysis was performed.
Primary Outcome Measure
Cumulative morphine consumption was analysed by one-tailed t-test.
Secondary Outcome Measure
Morphine consumption between intervals bounded by assessments of VAS pain 
scores in rest (VAS-R) was analysed by t-tests using the Bonferroni type I error 
rate correction for multiple comparisons (/n). VAS-R, visual analogue pain 
scores after mobilization (VAS-M) and pain perception threshold (PPT) were 
analysed by analysis of variance (ANOVA) or analysis of covariance(ANCOVA) 
(using the baseline value as covariate). MPQ total pain rating index and MPQ 
present pain intensity were analysed by Mann-Whitney U test. Adverse effects 
and patient satisfaction scores were analysed by Pearson chi-squared test for two-
way tables. 
Variable Placebo Amantadine
Age, years 61 ± 7.2 59 ± 4.9
Height, cm 179 ± 6.1 178 ± 6.8
Weight, kg 83 ± 9.5 89 ± 16.8
Body Mass Index, kg m-2 26 ± 2.9 28 ± 4.3
Frequency of ASA status (I:II:III) 6 : 4 : 0 2 : 8: 1
Preoperative pain, % 30 36
No. of previous surgical procedures 2.1 ± 1.5 1.7 ± 1.1
Days between pre-admission and surgery 11 ± 7.3 10 ± 3.8
Baseline PPT, kg cm-2 8.3 ± 2.7 8.3 ±1.9
Table 1. Demographic and clinical information obtained at the preadmission visit. Data are mean ± SD unless 
otherwise stated. ASA = American Society of Anesthesiologists; PPT =  pain perception threshold
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Pharmacokinetic Analysis 
  
The clearance rate of morphine was calculated in those patients who did not use 
PCA morphine from 22 to 24 hours after surgery (three patients per group), 
assuming a steady state, and also for the group as a whole. This clearance rate 
was calculated by the ratio of the total PCA morphine used between 21 and 24 
hours and the resultant serum concentration of morphine measured at 24 hours 
after surgery. Clearance rate was normalized for body weight and compared 
between the amantadine and placebo groups by two-tailed t-test. Serum 
concentrations of morphine and its metabolites M3G and M6G were also 
compared between the groups by two-tailed t-test. All data presented are mean ± 
SD unless otherwise speciﬁ ed. P < 0.05 was considered statistically signiﬁ cant.
Results
Three patients were withdrawn from the study. One patient in the placebo group 
decided against participating in the study on the morning of surgery before the 
procedure. Another patient in the placebo group was given additional analgesics 
(non steroidal anti-inﬂ ammatory drugs) after surgery. One patient in the
amantadine group was withdrawn on the morning of the scheduled procedure 
because his surgery had been postponed. These three patients were not followed 
after withdrawal and their postoperative pain was treated as per the Acute Pain 
Service protocol. Therefore, data are available from 10 patients in the placebo 
group and 11 patients in the amantadine group. There were no signiﬁ cant 
differences between the groups in demographic and clinical variables (Tables 1 
and 2).
Variable Placebo Amantadine
Time between preoperative capsule and 
incision, min
101 ± 39.5 98 ± 37.7
Surgery duration, min 188 ± 73.8 169 ± 36.2
Time between between closure and arrival
in PACU, min
17.4 ± 6.4 22.9 ± 9.4
Total morphine during surgery, mg 12.5 ± 6.4 12.8 ± 4.6
Total fentanyl during surgery, µg 211 ± 28.7 224 ± 37.7
Fluid intake, ml 4550 ± 1531 4564 ± 871
Crystalloid intake, ml 3450 ± 1136 3527 ± 535
Colloid intake, ml 950 ± 284 955 ± 350
Blood loss, ml 1170 ± 596 980 ± 334
Urine output, ml 389 ± 343 334 ± 363
Table 2. Intraoperative data for the two groups. Data are mean ± SD. PACU = Post Anesthesia Care Unit
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Figure 1. Cumulative PCA morphine consumption. Statistically signiﬁ cant differences were noted at 
all time points except at 48 hours after surgery. * p < 0.05, † p = 0.0515, one-tailed t-test.
















Figure 2. PCA morphine consumption between intervals bounded by VAS pain assessments in rest. 
Statistically signiﬁ cant difference was found at 1 hour after surgery.
* p = 0.004, t-test with Bonferroni Type I error rate correction for multiple comparisons.
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Morphine Consumption and Pain Scores
Cumulative morphine consumption was signiﬁ cantly lower in the amantadine 
group compared with the placebo group at all time points, except at 48 hours 
after surgery (p = 0.0515; Figure 1). The mean difference of 24 mg represents a 
32% reduction in morphine consumption over the 48-hour period (amantadine: 
51.4 ± 24.0 mg; placebo: 75.3 ± 38.9 mg). Morphine consumption between 
intervals bounded by VAS-R pain assessments was signiﬁ cantly lower in the 
amantadine group compared with the placebo in the ﬁ rst hour after surgery
(p = 0.004) but not afterwards, although the latter group consistently required 
more morphine across the entire study period (Figure 2). VAS-R pain scores did 
not differ signiﬁ cantly between the groups over time consistent with the 
appropriate use of the PCA pump (Figure 3). The number of patients reporting 
bladder spasm pain was signiﬁ cantly lower in the amantadine group at 48 hours 
(p = 0.02) and the pain was less intense (Table 3). In addition, at 48 hours after 
surgery, sensitivity around the surgical wound as measured with pressure 
algometry was signiﬁ cantly lower in the amantadine group compared with the 
placebo group (p = 0.04; Table 3). Signiﬁ cant differences between the groups 
were not found in the MPQ scores at any time point (data not shown).
Adverse effects and satisfaction scores
The incidence of adverse drug effects did not differ signiﬁ cantly between the 
groups (data not shown). At the end of the study, all patients reported being 
“somewhat” or “very” satisﬁ ed with the quality of care they received across the 
ﬁ ve satisfaction indicators. The only indicator that showed a signiﬁ cant 




























Figure 3. Pain VAS scores at rest (VAS-R). No statistically signiﬁ cant differences were noted.
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Assessment Time Pain Measure Placebo Amantadine
24 h VAS-M pain, cm 4.8 ± 2.5 4.1 ± 2.8
Bladder spasm pain
 No. of patients 3 0
 VAS pain (cm) 0.6 ± 0.3 0
Pressure Pain Threshold (PPT)
 PPT (kg cm-2) 3.9 ± 3.4 4.3 ± 2.5
 VAS pain at PPT (cm) 4.3 ± 2.6 4.1 ± 2.5
48 h VAS-M pain (cm) 3.3 ± 1.9 3.0 ± 1.9
Bladder spasm pain
 Number of patients *4 1
 VAS pain (cm) 2.7 ± 3.8 0.1
Pressure Pain Threshold (PPT)
 PPT (kg cm-2) 3.4 ± 2.6 3.5 ± 2.4
 VAS pain at PPT (cm) †4.3 ± 1.8 2.4 ± 1.2
Table 3. VAS-M, incidence and intensity of bladder spasm pain, PPT obtained 5 cm lateral to the wound dressing 
and VAS pain intensity in response to pressure. Data are mean ± SD unless otherwise stated.
* p = 0.02, placebo versus amantadine by Fisher exact test. † p = 0.04, placebo versus amantadine by ANOVA.
Time
Substance/Group
















































Table 4. Plasma concentrations (ng ml-1) of amantadine, morphine, M3G and M6G. Data are mean ± SD.
* p = 0.048 placebo versus amantadine by two-tailed t-test. M3G = morphine-3-glucuronide; M6G = morphine-6-
glucuronide.
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the amantadine group reported being “very satisﬁ ed” with the quality of their 
pain control, compared with only 70% of the patients in the placebo group
(p = 0.05).
Pharmacokinetic analysis
Serum concentrations of morphine at the end of surgery tended to be higher in 
the amantadine group than in the placebo group (34.9 ± 26.5 ng ml-1 versus 22.5 ± 
7.3 ng ml-1, respectively), but this difference did not reach statistical signiﬁ cance. 
At 24 hours and 48 hours after surgery, serum levels of morphine were similar 
between the groups despite the amantadine group having received signiﬁ cantly 
less morphine. The plasma clearance of morphine at 21-24 hours after surgery 
was signiﬁ cantly lower in the amantadine group (0.68 ± 0.47 l hr-1 kg-1) than the 
placebo group (1.17 ± 0.55 l hr-1 kg-1) (p < 0.05). This was true for the sample as 
a whole and for the three patients per group who did not use PCA morphine from 
22 to 24 hours after surgery. The clearance values for the placebo group were 
identical to reference values in adults.20 The plasma concentrations of M3G at the 
end of surgery were signiﬁ cantly lower in the amantadine group (74.1 ± 47.8 ng 
ml-1) as compared to the placebo group (123.0 ± 52.5 ng ml-1) (p = 0.048). There 
were no signiﬁ cant differences between the groups in concentrations of M6G.
Discussion
The main ﬁ nding of this preliminary study is a reduction of cumulative morphine 
consumption in the amantadine group of 32% compared with the placebo group 
(Figure 1). Although a statistically signiﬁ cant difference could not be 
demonstrated at 48 hours after surgery (p = 0.0515), all other time-points (up to 
47 hours) showed p-values less than 0.05. Morphine consumption between 
intervals bounded by VAS-R pain assessments was signiﬁ cantly lower only in the 
ﬁ rst hour after surgery, although the patients in the placebo group consistently 
required more morphine at each interval across the entire study period (Figure 2). 
Furthermore, despite the fact that the total dose of morphine given during surgery 
was virtually identical between the groups, the amantadine group showed a 
signiﬁ cantly lower M3G concentration and a tendency for a higher morphine 
concentration at the end of surgery than did the placebo group. Taken together, 
these ﬁ ndings can be explained by a pharmacokinetic interaction between 
amantadine and morphine resulting in inhibition of the 3-glucuronidation of 
morphine. Because more than 50% of morphine is metabolized to M3G (and 
only about 10% to M6G),21 less 3-glucuronidation of morphine would result in 
higher morphine concentrations and lower M3G concentrations. This would 
increase the systemic exposure to a given dose of morphine, resulting in a greater 
analgesic effect and lower morphine requirements in the amantadine group. 
To further explore a possible pharmacokinetic interaction between amantadine 
and morphine, morphine plasma clearance was calculated at 21-24 hours after 
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surgery. A signiﬁ cantly lower morphine plasma clearance rate was found in the 
amantadine group, which, in conjunction with the above ﬁ ndings, implies that 
the 3-glucoronidation of morphine is inhibited by amantadine. A potential site of 
interaction between these two drugs is the renal tubular cell, since both morphine 
and amantadine share the organic cation transport system.22–24 Studies have shown 
that tubular secretion of morphine is 4-5 fold higher than its glomerular ﬁ ltration, 
which means that competitive inhibition of its tubular secretion may be 
important.24 To the best of our knowledge, the unexpected ﬁ nding of 
pharmacokinetic interactions between these drugs has not been sought or 
described before. It emphasizes the critical value of considering pharmacokinetic 
mechanisms when performing studies of drug interactions. 
At 48 hours after surgery, sensitivity around the surgical wound as measured with 
pressure algometry was signiﬁ cantly lower in the amantadine group compared 
with the placebo group. By applying pressure algometry 5 cm from the wound 
we hoped to mainly assess secondary hyperalgesia, although we recognize that 
this blunt stimulus could stretch the wound so that the measure may be 
confounded with primary hyperalgesia. Recently, it has been shown that opioids 
not only activate antinociceptive systems but also pronociceptive systems causing 
acute opioid tolerance and opioid induced hyperalgesia. These phenomena seem 
to stem from a common NMDA receptor dependent mechanism.4,5 It can be 
hypothesized that the lower morphine consumption in the amantadine group, 
produced by the pharmacokinetic interaction between amantadine and morphine, 
led to the development of reduced mechanical sensitivity around the surgical 
wound on the second postoperative day. However we cannot exclude the 
possibility that the NMDA receptor antagonist properties of amantadine may 
have contributed to a reduction in the development of acute opioid tolerance and/
or opioid induced hyperalgesia, resulting in lower morphine consumption and 
reduced mechanical sensitivity around the surgical wound.  Furthermore, there is 
evidence from animal studies that NMDA receptor antagonists inhibit spinal 
neuronal and reﬂ ex response to urinary bladder distension, suggesting an action 
of NMDA receptor antagonists on pain originating from the bladder.25,26 This 
might explain the ﬁ nding of the lower incidence of bladder spasm in the 
amantadine group.
In the present study, mean amantadine plasma concentrations ranged from 275 to 
803 ng ml-1 (Table 4). At these levels, amantadine mainly interacts with the 
NMDA receptor and higher levels are necessary for interactions with other 
receptors and/or neurotransmitter systems.9
Little has been published describing the use of amantadine for its analgesic 
properties and with one exception,27 these publications relate to treatment of 
chronic neuropathic pain and not acute postoperative pain.28,29 In contrast to the 
results of the present study, Gottschalk et al.27 did not ﬁ nd a postoperative opioid 
sparing effect when a single dose of 200 mg amantadine or saline was given 
intravenously 30 minutes before induction of general anesthesia in women 
undergoing abdominal hysterectomy. However, in that study, patients in the 
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amantadine group were younger than patients in the control group, raising the 
possibility that the opioid sparing effects of amantadine may have been offset by 
the increased opioid requirements typically seen in younger versus older 
patients,30 thereby leading to the absence of a difference in outcome between the 
two groups. In addition, patients in the amantadine group had signiﬁ cantly more 
intense preoperative pain on the day of surgery than did patients in the control 
group. The difference in preoperative pain intensity may have masked the effect 
of amantadine. Alternatively, the efﬁ cacy of amantadine may have been reduced 
in much the same way that presurgical pain has been found to be less responsive 
to preoperative treatment with analgesics, perhaps because central sensitization 
had already been established before surgery.31
Apart from the inﬂ uence of these confounding factors, there are two major 
differences between the present study and that of Gottschalk et al.27 that may 
explain the different outcomes; namely, the dosing schedule of amantadine 
(multiple doses versus single dose) and the sex of the patients. A higher dose of 
amantadine and its continuation after surgery might have yielded the same effects 
as in the present study. Further research is required to evaluate whether the 
opioid sparing effects we observed are sex related.  
The current study has several limitations. First, this pilot study enrolled a 
relatively small number of patients. This might explain why despite the 32% 
reduction in 48 hours morphine consumption in the amantadine group, no 
differences in morphine related side effects were found. Based on the data from 
this preliminary study, we calculated the sample size required for an adequately 
powered, larger-scale clinical trial comparing amantadine and placebo (SPSS 
Sample Power, release 1.0). Using a type I error rate of 5 % (two tailed), 
increasing the sample size to 32 patients per group would yield a power of 80% 
to detect a mean difference of 24 mg morphine (using a pooled SD of 33.4 mg) 
at 48 hours after surgery. A second limitation is that patients in this study were 
only followed up to 48 hours after surgery. The study cannot address the question 
of whether perioperative amantadine inﬂ uences pain and analgesic consumption 
in the longer term. The results of this pilot study should be conﬁ rmed in a larger 
trial using a more extensive method of assessing hyperalgesia (e.g. quantitative 
sensory testing) and a longer follow-up. Also, a formal pharmacokinetic study 
under strict steady state conditions should be performed to deﬁ nitely conﬁ rm our 
results.
In conclusion, perioperative oral amantadine, but not placebo, was associated 
with lower postoperative morphine requirements, less intense mechanical 
sensitivity around the surgical wound and a reduced incidence of bladder spasm 
pain in patients after radical prostatectomy. The unexpected ﬁ nding of a 
pharmacokinetic interaction between amantadine and morphine explains the 
ﬁ nding of lower postoperative morphine requirements, although additional 
pharmacodynamic effects involving the NMDA receptor may also be involved. 
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Introduction
It is now recognized that the N-methyl-D-aspartate (NMDA) receptor system 
plays a key role in the development of central sensitization,1,2 acute opioid 
tolerance and opioid-induced hyperalgesia.3,4 This has led to renewed interest in 
the use of clinically available drugs with NMDA receptor antagonist activity 
since the perioperative use of these drugs might enhance or improve the 
antinociceptive effects of opioids. Most studies in this ﬁ eld have used ketamine, 
magnesium or dextromethorphan (for review see McCartney et al.5). Other 
clinically available substances with antagonistic activity at the NMDA receptor 
have attracted much less attention.
One of these substances is amantadine (1-aminoadamantane). Amantadine was 
ﬁ rst synthesized 40 years ago 6 and is now primarily used for the treatment of 
Parkinson’s disease and as an antiviral drug. Kornhuber and co-workers 7,8 
showed that amantadine is a non-competitive, low afﬁ nity NMDA receptor 
antagonist. 
Recently, we reported preliminary results on the effects of perioperative use of 
amantadine in patients after radical prostatectomy.9 In this randomised, double-
blind, placebo-controlled study we showed that postoperative, cumulative 
morphine consumption was signiﬁ cantly lower in patients in the amantadine 
group compared with patients in the placebo group (32% reduction in morphine 
consumption over a 48 hour period). 
To further evaluate the effects of amantadine on morphine induced 
antinociception we set out to proﬁ le the effects of combining varying doses of 
amantadine with morphine on a tonic, noxious stimulation induced by formalin 
in rats. We hypothesized that amantadine, as an NMDA receptor antagonist, 
would enhance the antinociceptive activity of morphine in rats.
Materials and methods
All studies were conducted following the ethical guidelines of the International 
Association for the Study of Pain 10 and were approved by the Local Animal Care 
Ethics Committee. 
Animals and drugs
Male Sprague-Dawley rats (Harlan, Borchen, Germany) weighing 240–315 g 
were used. The animals were housed in standard rodent cages with sawdust 
bedding and food and water ad libitum. The housing room was air conditioned 
with a 12:12 h day:night cycle (lights on 7:00 AM). During the light period, 
background noise was provided by playing a conventional radio station. The 
same surrounding conditions were used in the room in which the experiments 
were done. 
Both amantadine-HCl (Johnson & Johnson Pharmaceuticals, Beerse, Belgium) 
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and morphine-HCl (Belgopia, Louvain-La-Neuve, Belgium) were dissolved in 
saline (0.9% NaCl; Baxter, McGraw Park, IL, USA) and freshly prepared before 
experimentation.
Formalin test
An automated formalin test assembly (Automated Nociception Analyser, 
University College, San Diego, CA, USA) as described and validated by Yaksh 
and co-workers 11 was used. This consists of a cylindrical Plexiglas container 
mounted above a transmitter-receiver coil assembly, which is contained within a 
plastic enclosure. A small metal band is glued (using cyanoacrylate, Loctite, 
Dublin, Ireland) to the left hind paw of the animal being tested. The transmitter 
under the test chamber produces an electromagnetic ﬁ eld; if the rat lifts his 
banded paw a signal is transmitted to the receiver. This signal is processed 
through an algorithm that determines ﬂ inch activity. The ﬂ inches are summed 
and stored over a selected collection interval for later analysis.   
Sixty minutes before the start of the formalin test, the animals were taken out of 
their cages, the metal bands were glued to their left hind paw and amantadine
(0 (vehicle), 12.5, 25 or 50 mg kg-1) was injected intraperitoneally (i.p.) in a 
volume of 1 ml kg-1. The animals were then housed in individual Plexiglas 
chambers to allow them to accommodate to the test chambers. Fifteen minutes 
before the start of the formalin test, morphine was injected subcutaneously (s.c.) 
(0 (vehicle), 0.31, 0.63, 1.25, 2.5 or 5 mg kg-1) in a volume of 0.1 ml kg-1. 
At the start of the test 50 µl of formalin 5% was injected into the dorsum of the 
banded paw. Data collection started immediately after the animal was placed 
inside the test chamber. Each animal’s ﬂ inch count values over 1 minute periods 
were collected for a total of 60 minutes (Figure 1). Eight animals were tested 
with each combination of amantadine and morphine: a total of 192 animals were 
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Figure 1. Summary of tests performed.
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Dose response analysis and construction of the isobolograms 
For data analysis, the two phases of the formalin test were deﬁ ned conservatively 
as follows; phase I (acute phase: 0–9 minutes post-formalin) and phase II (tonic 
phase: 10–60 minutes post-formalin). For dose response analysis in both phases 
the following equation was ﬁ tted to the data:
 (Equation 1)
E is the observed mean number of ﬂ inches as function of dose of the drugs. E0 is 
the mean number of ﬂ inches per minute in the absence of the two drugs (thus, 
morphine 0 mg kg-1 (vehicle) with amantadine 0 mg kg-1 (vehicle)) or the 
presence of only amantadine (thus, morphine 0 mg kg-1 (vehicle) with amantadine 
12.5, 25 or 50 mg kg-1). D is the drug dose. E starts at E0 and goes to its maximal 
effect (E
max
) with a sigmoid shape (if a logarithmic scale is used for the dose D on 
the x-axis). The parameter  determines the shape of the sigmoidal dose effect 
curve. The dose response curves for each rat were ﬁ rst calculated individually 
and then used to calculate the dose response curves for the groups. 
For rats that received only morphine, a target point Et was calculated at half of 
the E0, thus representing a 50% reduction in the number of ﬂ inches compared 
with the vehicle treated controls. This point was chosen as the target point for the 
other dose-response series in which morphine was combined with amantadine. 
EDt is the dose needed to reach Et. EDt and  were estimated by ﬁ tting Equation 
1 to the data using non-linear regression analysis. 
Subsequently, an isobologram was constructed for the target points for each 
phase using the actual EDt values. In an isobologram, the dose of each individual 
drug, needed to reach the chosen effect, is plotted on one of the axes. Each point 
plotted in the graph represents a pair of doses of the drugs needed for the effect 
when added in combination. If an experimentally determined data point lies on 
the straight line deﬁ ned by the two plotted points of the individual drugs, then the 
drug effects are purely additive (no interaction). If the point lies below this line 
of additivity, then there is synergy (supra-additivity). If it lies above this line, 
then there is antagonism (infra-additivity).12,13 The theoretical dose of morphine 
that would yield an additive interaction was also calculated; i.e., the dose of 
morphine that together with the ﬁ xed dose of amantadine would produce a point 
on the line of additivity. 
Rotarod test
Changes in motor performance were assessed using the automated accelerated 
rotarod (ENV-575 ﬁ ve station rotarod, MED Associates Inc., St. Albans, VT, 
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USA). Approximately two hours prior to drug administration, all animals 
performed 4 training runs to habituate them to the revolving drum. The fourth 
training run was taken as the control performance (pre-drug latency). During 
each run, the rod was set to accelerate from 4 to 40 rotations per minute over a 5 
minutes interval. The time to fall off the rod was taken as the latency expressed 
in seconds. A 300 second cut-off was employed.
To simulate the conditions in the formalin test, amantadine was injected i.p. in a 
volume of 1 ml kg-1 60 minutes before testing and morphine was injected s.c. in a 
volume of 0.1 ml kg-1 15 minutes before testing. The following drug 
combinations were tested (5 rats per group); amantadine 0 (vehicle), 25 mg kg-1 
or 50 mg kg-1 each with morphine 0 mg kg-1 (vehicle), amantadine 0 mg kg-1 
(vehicle) with morphine 1.25, 2.5 or 5 mg kg-1, amantadine 12.5 mg kg-1 with 
morphine 2.5 mg kg-1 and amantadine 25 mg kg-1 with morphine 1.25 mg kg-1. 
Each rat performed 4 runs at T = 0 (60 minutes after amantadine and 15 minutes 
after morphine injection), T = 20, T = 40 and T = 60 minutes (Figure 1). 




For determination of morphine concentrations in serum 56 rats were assigned at 
random to one of two groups and injected (volume 1 ml kg-1) with amantadine 25 
mg kg-1 i.p. (28 rats) or vehicle i.p. (28 rats). Forty-ﬁ ve minutes later, all animals 
were injected with morphine 1.25 mg kg-1 s.c. (volume of 0.1 ml kg-1). Fifteen 
minutes after morphine injection, 7 rats from each group were decapitated and 
the blood collected in Vacutainer® SSTTM tubes (Becton Dickinson, Meylan, 
France). Fifteen, 30 and 60 minutes thereafter this process was repeated using 7 
rats from each group at each time period. As such blood sampling covered the 
experimental conditions in the formalin and rotarod test (Figure 1). Thirty 
minutes after collection, the blood was centrifuged at 2700 rpm at room 
temperature, the serum separated and stored at –70° C until analysis.
Morphine was determined in serum by radioimmunoassay (Coat-a-Count® Serum 
Morphine, Diagnostic Products Corporation, Humbeek, Belgium). The lower 
limit of quantiﬁ cation of morphine was 8.8 nmol/l. Morphine-3-glucuronide, the 
main metabolite of morphine in rats, gives a cross-reaction of 0.35% with 
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Figure 2. Graphic display showing the mean number of ﬂ inches per minute over time. The graphs 
show the effect of combining ﬁ xed doses of amantadine (0 (vehicle), 12.5, 25 or 50 mg kg-1) with 
varying doses of morphine and a ﬁ xed dose of morphine 0 mg kg-1 (vehicle) with varying doses of 
amantadine. Each point represents the mean from eight animals; for ease of viewing the 95% 
conﬁ dence intervals are not shown. A: amantadine, M: morphine. The numbers after the symbols A 
and M are the doses expressed in mg kg-1.
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Statistical analysis
 
GraphPad Prism® (version 4.01, GraphPad Software Inc., San Diego, CA, USA) 
was used for data ﬁ tting and statistical analysis. In the isobolograms, a t-test was 
used to determine whether the actual EDt of morphine was signiﬁ cantly different 
from the theoretical additive EDt. ANOVA with repeated measures, followed 
where appropriate by Tukey’s post-hoc analysis, was used to analyse the data 
from the rotarod test. The data from the morphine assays were analysed using the 
exponential decay program in Graphpad Prism®; an F-test was used to test 
whether the individual morphine decay curves were statistically different. 
Data are expressed as means with 95% conﬁ dence intervals. For signiﬁ cant 
differences a p-value lower than 0.05 was used.
Results
Formalin test
Figure 2 shows the mean number of ﬂ inches per minute over time for the 
different treatment groups (for ease of viewing the 95% conﬁ dence intervals are 
not shown). 
Equation 1 was ﬁ tted to the data. The target point (50% of E0) in rats that 
received only morphine was 13 (being 50% from 26) ﬂ inches per minute for 
phase I and 14 (being 50% from 28) ﬂ inches per minute for phase II. These 
points were chosen as the target points for the other dose-response series in 
which morphine was combined with amantadine. 
The results of the ﬁ t procedures were further analysed with the isobole method. 
In phase I two ﬁ tting procedures failed to reach convergence; the one for the 
amantadine only group and that for the morphine only group. In order to be able 
to apply the isobole method on the data of phase I nevertheless, a steep sigmoid 
curve with a ﬁ xed  of 10 was forced through the data of the amantadine only 
group. By choosing this high ﬁ xed value, the real dose needed for an effect is 
likely to be higher and thus any statement about synergistic interaction in phase I 
will be very conservative. In the morphine only group, the  was ﬁ xed to 1; this 
value was chosen to keep close to the mean ’s of the other morphine curves in 
this phase.
The actual EDt’s and the ’s of the two drugs and those of the combinations of 
the drugs, with the 95% conﬁ dence intervals, are given in Table 1. Since the 
target of 14 ﬂ inches per minute for phase II was higher than the E0 for the rats 
that received amantadine 50 mg kg-1 no EDt could be calculated for this group. 
The EDt’s are also given as the theoretical additive dose, i.e. that EDt of morphine 
that should emerge if the drugs were additive. Also, the fraction of the actual EDt 
from the theoretical additive EDt is given (Table 1).
To achieve a reduction in the number of ﬂ inches to the chosen target point in the 
second phase of the formalin test in rats, less morphine was needed in 
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amantadine pre-treated rats than expected according to an additive interaction, 
which means that there is a synergistic interaction. In rats pre-treated with 
amantadine 12.5 and 25 mg kg-1, respectively 53 and 60% less morphine was 
needed. These results are shown in Table 1 and in the isobolograms in Figure 3. 
Rotarod test
To evaluate the effects of amantadine and morphine and their interactions on 
motor activity, a rotarod test was used. The data revealed a signiﬁ cant overall 
time effect (F3,34 = 15.13, p < 0.001) and a signiﬁ cant time x amantadine dose 
interaction (F9,83 = 3.44, p = 0.001). The time x morphine dose interaction
(F9,83 = 0.967, p = 0.47) and the three-way interaction were not signiﬁ cant. 
Table 1. Results of the dose response analysis (by using Equation 1 (see text)) of the combination amantadine and morphine in phase I 
and phase II of the formalin test. E0 is the mean number of ﬂ inches per minute in the absence of the two drugs or the presence of only 
amantadine. EDt (mg kg-1) is the dose needed to reach the target point. This target point is 50% of the E0 in rats that received only 
morphine; for phase I the target point is 13 ﬂ inches per minute and for phase II it is 14 ﬂ inches per minute. These points were chosen as 
the target points for the other dose-response series in which morphine was combined with amantadine. The EDt is given as the actual 
value (EDt actual) and also as the theoretical additive value (EDt if additive). A t-test was used to compare the actual with the theoretical 
additive EDt’s and the resulting t- and p-values are given; p-values lower than 0.05 were regarded as being signiﬁ cant (highlighted in 
bold). Furthermore, the fraction of the actual EDt  from the theoretical additive EDt is given (EDt actual / EDt if additive). The parameter 
 determines the shape of the sigmoidal dose effect curve. Data are given with their 95% conﬁ dence intervals (CI 95%).
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25 mg kg-1 











50 mg kg-1 
Morphine  11 
(4.1-16) 
- -  - - 3.1 
(0.19-6.4) 
Morphine 
0 mg kg-1 




-  - - 5.9 
(5.2-17) 
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Figure 3. Isobolograms for the combined effects of amantadine and morphine in phase I (panel A) 
and in phase II (panel B) of the formalin test. 
In both panels the thick line deﬁ nes the line of additivity with the dotted lines representing the 95% 
conﬁ dence interval. Synergy is present in phase II (panel B), since the data-points of the 
combinations lie below the additive line. A: amantadine, M: morphine. The numbers after the 
symbols A and M are the doses expressed in mg kg-1. M
all and Aall stands for all doses of amantadine 
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Post hoc analysis to investigate the time x amantadine dose interaction showed 
that the only signiﬁ cant difference was found at the ﬁ rst run when the disruption 
in the amantadine 50 mg kg-1 group was higher than that of the control group
(p < 0.05) (Figure 4).
Morphine assays
No differences were found in the slopes of the morphine elimination curves 
between the group that received amantadine 0 mg kg-1 (vehicle) with morphine 
1.25 mg kg-1 and the group that received amantadine 25 mg kg-1 with morphine 
1.25 mg kg-1 (one curve sufﬁ ced for both data sets: F 2,52 = 2.96, p = 0.06). The 
half-life in both groups was 42 minutes (95% CI: 35-51).
Discussion
In this study a synergistic effect between the clinically available NMDA receptor 
antagonist amantadine and the mu-opioid agonist, morphine, was found in the 
second phase of the formalin test in rats. At the tested doses, no evidence was 
found for amantadine induced motor impairment or for a pharmacokinetic 
interaction between amantadine and morphine.
The formalin test is widely used as a test for persistent pain. The formalin model 
of inﬂ ammatory pain is considered to be a better test of clinical pain compared 
with models based on thermal or mechanical stimuli.16,17 After the intraplantar 
injection of formalin in the hindpaw of the animal a biphasic response is 
typically observed. The ﬁ rst phase (in this study conservatively deﬁ ned as lasting 
from 0 to 9 minutes) is the response to direct chemical stimulation. Formalin 
releases excitatory amino acids, prostaglandins, nitric oxide and neuropeptides.18 
The release of excitatory amino acids activates NMDA receptors and a number of 
studies have indeed shown that the second phase (in this study conservatively 
deﬁ ned as lasting from 10 to 60 minutes) of the formalin test is NMDA receptor 
dependent.19-21 
Amantadine has a number of effects, which are produced by (dose-dependent) 
interactions with different receptors. When used as an antiparkinson agent, 
therapeutic serum concentrations of amantadine range from 5 to 14 µM; at these 
serum levels amantadine mainly interacts with the sigma and the NMDA 
receptor.7,8,22 Acute i.p. injection of 46 mg kg-1 of amantadine in rats leads to a 
serum level of 12 µM and a dose of amantadine of 50 mg kg-1 is considered to be 
the upper limit of relevant effects after acute administration in rats.8,23 Higher 
doses and serum levels are probably needed to see other (direct) effects such as 
those on the acetylcholine receptor 24 and especially the effects on dopamine-
release and uptake.25 However, many of these effects can also be found at the 
therapeutic serum concentrations but are then most likely secondary to a primary 
effect of amantadine on the sigma and the NMDA receptor.22,26-29 
The exact role of the sigma receptor in nociception is still not clear; animal 
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Figure 4. Effect of amantadine (panel A), morphine (panel B) and two combinations of amantadine 
with morphine (panel C) on rotarod performance in the rat. For ease of viewing the plotted data-
points have been shifted by 1.5 minute to the left or right where necessary. Data are presented as 
percentage disruption of pre-dose performance with 95% conﬁ dence intervals. For statistical analysis 
ANOVA with repeated measures followed by Tukey post-hoc analysis was used (* p < 0.05 versus 
time-matched vehicle control group). A: amantadine, M: morphine. The numbers after the symbols A 
and M are the doses expressed in mg kg-1.
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studies indicate that sigma receptors modulate NMDA receptor function 30 and 
opioid analgesia.31,32 Recently, it was found that the sigma receptor is involved in 
modulating dopaminergic transmission by amantadine.22 In this way it might also 
inﬂ uence nociception since dopamine itself has antinociceptive activity.33
There is a clear interaction between mu-opioid receptor activation and the 
NMDA receptor. Chen and Huang 34 showed that mu-opioid receptor agonists can 
produce a sustained increase in NMDA-activated currents by activating 
intracellular protein kinase C which potentiates the NMDA response by reducing 
the voltage-dependent Mg2+ block of NMDA receptor channels. This interaction 
is responsible for the induction of acute opioid tolerance and opioid-induced 
hyperalgesia; administering substances with NMDA receptor antagonist activity 
prior to the opioid reduces these pronociceptive effects of the opioid and 
enhances antinociceptive activity.3,4 
The data from the formalin test showed a synergistic effect between amantadine 
and morphine in the second phase of the formalin test. We calculated that, for the 
same effect on the number of ﬂ inches per minute, 53% and 60% less morphine 
was needed in rats pre-treated with amantadine 12.5 and 25 mg kg-1 respectively, 
when compared with vehicle treated controls (Table 1). In the ﬁ rst phase of the 
formalin test there was no synergistic effect of amantadine and morphine. 
Enhanced antinociceptive effects of morphine in the second phase of the formalin 
test in rats were also reported after systemic use of the NMDA receptor 
antagonist magnesium 35 and after spinal administration of the NMDA receptor 
antagonist AP-5.36 Since the doses tested here for amantadine fall within the 
range known to affect the NMDA receptor, the synergistic effects observed 
between amantadine and morphine are most likely a result of the NMDA 
receptor antagonist properties of amantadine. However, additional interactions 
(sigma-receptor?) cannot be ruled out. 
We used the rotarod test to assess any possible motor impairment induced by 
amantadine, morphine or the combination. Drugs with motor impairing 
capabilities have been shown to produce apparent antinociceptive effects in the 
formalin test 37 and the rotarod test has been used to show that NMDA receptor 
antagonists can have motor impairing effects.38 Amantadine in a dose of 50 mg 
kg-1 reduced rotarod performance only at the ﬁ rst run (at 60 minutes after 
injection of amantadine) but not thereafter. This diminished performance was 
observed in 3 of the 5 tested rats that fell off the rod after only 18, 21 and 43 
seconds respectively in their ﬁ rst run, whereas they performed considerably 
better in the following runs (especially in their third and fourth run, respectively 
100 and 120 minutes after amantadine injection). Repetition of this test using 50 
mg kg-1 amantadine in a second group of 5 animals revealed a similar degree of 
motor impairment (data not shown). Motor performance was not impaired at any 
of the other tested doses of amantadine, morphine and combinations of 
amantadine and morphine. 
It is not clear why the rats given the highest dose of amantadine performed 
poorly at their ﬁ rst run. All the animals were trained in the same way (see 
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Methods) and this training is necessary to learn the task of running on the 
rotarod; it also reduces stress, a factor negatively affecting the motor task.39 The 
training resulted in easy handling and stepping voluntarily from the hand of the 
experimenter onto the rotarod. It was however observed that only the rats 
injected with amantadine 50 mg kg-1 showed signs of increased reactivity and 
excitation (nervousness, frequent urination; especially when handled) and they 
no longer stepped voluntarily onto the rotarod. These animals seemed to be 
aroused or stressed which might explain the poor motor performance at their ﬁ rst 
run (at T = 0 which would be in the ﬁ rst phase of the formalin test right after 
injection of the formalin). In the three subsequent runs (at T = 20, T= 40 and
T = 60 minutes, which would be all in the second phase of the formalin test) 
these rats performed much better and there were no signs of motor impairment. 
Danysz and co-workers 40 evaluated the effects of amantadine on motor 
performance by measuring locomotor activity in the open ﬁ eld from 30 to 60 
minutes after an i.p. injection of amantadine (20, 60 and 200 mg kg-1). 
Amantadine revealed some inhibition of activity at 30 minutes at doses of 60 and 
200 mg kg-1 but not thereafter. Based on these ﬁ ndings, it seems likely that 
disruption in motor performance occurs only at doses of amantadine above the 
therapeutic range (≥ 50 mg kg-1).
When drugs are studied in combination, pharmacokinetic interactions have to be 
considered. In the present study, no differences were found in the serum levels of 
morphine between rats that received vehicle and morphine 1.25 mg kg-1 and rats 
that received amantadine 25 mg kg-1 and morphine 1.25 mg kg-1. The calculated 
half live in both groups was 42 minutes, which is in accordance with reported 
values.41 As such, it does not appear that a pharmacokinetic interaction between 
amantadine and morphine is responsible for the synergistic interaction observed 
between both drugs. However, a formal pharmacokinetic study with different 
combinations and doses of amantadine and morphine is needed to deﬁ nitely 
exclude any pharmacokinetic interaction. This is especially relevant since our 
results in humans showed a possible pharmacokinetic interaction between 
amantadine and morphine.9 
In conclusion, pre-treatment with amantadine resulted in a synergistic interaction 
with morphine in the second phase of formalin test in rats. The rotarod test 
showed that this effect was not caused by changes in motor behaviour. The 
results of a (limited) pharmacokinetic interaction study made a direct kinetic 
interaction between the two drugs as the sole explanation for the observed effect 
unlikely. As such, the increased antinociceptive activity of morphine in 
amantadine pre-treated rats appears to be the result of a pharmacodynamic 
interaction, involving the NMDA receptor.
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Introduction
Adequate treatment of pain in terminal cancer patients can be a major challenge 
especially when the pain cannot, or can no longer, be controlled with high doses 
of opioids. This phenomenon can occur in the presence of a neuropathic 
component to the pain, which is known to be less responsive to treatment with 
opioids. In these patients, the anesthesiologist may be called upon to perform 
more invasive pain therapies to bring the pain under control. These more invasive 
approaches include insertion of an intrathecal or epidural catheter for the 
continuous administration of local anesthetics and opioids or an ablative 
procedure such as percutaneous chordotomy. However these treatments usually 
cannot be performed immediately; the patient must be admitted and OR-
facilities, ﬂ uoroscopy and skilled personnel must be available. A major problem 
is how to achieve acceptable pain relief while awaiting these more invasive pain 
therapies.
We present 3 terminal cancer patients with neuropathic pain. Acceptable pain 
relief could not be obtained despite high doses of opioids. The patients were 
scheduled for more invasive treatments and were administered a continuous 
parenteral infusion of low dose ketamine.
Case reports
Patient A was a 52-year-old woman with skeletal metastases from bladder 
carcinoma. She suffered from a continuous somatic pain in the lower abdominal 
region and an intermittent neuropathic pain which radiated to both of her legs. 
Pain was assessed using an 11 point Numeric Rating Scale (NRS) where 0 
represented “no pain” and 10 represented “worst possible pain”. The patient’s 
pain remained poorly controlled (NRS ranged from 6 to 9) despite multiple 
treatments including epidural analgesia and use of opioids (intravenous morphine 
by patient-controlled analgesia (PCA) and transdermal fentanyl totalling 590 mg 
of morphine equivalents per day) co-administered with other analgesic drugs 
(paracetamol, diclofenac, amitriptyline and carbamazepine). The patient was 
scheduled for insertion of an intrathecal catheter and in the meantime a 
subcutaneous infusion of ketamine 15 mg per hour (3.3 µg kg-1 min-1) was started. 
A few hours after the start of ketamine infusion, the patient reported signiﬁ cant 
pain relief with a NRS of 4. In the days thereafter opioid consumption 
(controlled by the patient through PCA) was reduced to 80 mg of morphine 
equivalents per day. The patient reported being very satisﬁ ed with this method of 
relieving her pain and a NRS of 4 was acceptable for her. After consultation with 
her family doctor, the initial plan to insert an intrathecal catheter was abandoned 
and it was decided to continue with the treatment of ketamine at home. The 
ketamine was administered subcutaneously through a 22G butterﬂ y needle and 
this was replaced every three days by the home care nurse in consultation with 
the family doctor.  
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The administration of ketamine was continued until the death of the patient, three 
weeks after she was discharged from the hospital. During this time the dose of 
ketamine was gradually increased (guided by the pain complaints of the patient) 
to a ﬁ nal dose of 45 mg per hour (10 µg kg-1 min-1). The anesthesiologist 
maintained regular telephone contact with the patient, her family doctor and the 
home care nurse. Psychomimetic adverse effects (hallucinations, bad dreams, 
confusion or feelings of unreality) or other adverse effects such as itchiness, 
nausea or dizziness were not reported by the patient or the treating professionals.
Patient B was a 54-year-old man with metastatic thyroid carcinoma. He 
experienced a continuous somatic and intermittent neuropathic pain in his right 
shoulder and arm, caused by tumor growth into the brachial plexus. He was 
admitted to the hospital and treated initially with opioids (intravenous morphine 
via PCA plus transdermal fentanyl totalling 495 mg of morphine equivalents 
daily) co-administered with a variety of other analgesic agents including 
paracetamol, diclofenac and amitriptyline. It was decided to insert a cervical 
epidural catheter and while awaiting the epidural treatment, he was started on an 
intravenous infusion of ketamine 10 mg per hour (2.2 µg kg-1 min-1) which 
resulted in a signiﬁ cant reduction in pain; from a NRS which varied between 7 
and 10 to a NRS of 3. Total daily opioid consumption was eventually reduced to 
130 mg of morphine equivalents per day.  
The patient was satisﬁ ed with the pain relief he was getting from the ketamine-
opioid combination and the insertion of the cervical epidural catheter was 
cancelled. The patient was discharged home with a subcutaneous administration 
of ketamine which was monitored by the home care nurse and his family doctor. 
Over the course of the next three weeks until his death, the ketamine infusion 
was gradually increased to 20 mg per hour (4.7 µg kg-1 min-1) with satisfactory 
pain control. No adverse effects were reported. 
Patient C was a 40-year-old man with a non-Hodgkin’s lymphoma with 
continuous somatic and intermittent neuropathic pain in the left leg caused by 
tumor growth into the lumbar plexus. He was scheduled for insertion of an 
intrathecal catheter. At the time of assessment, the patient was receiving opioids 
(slow release oral morphine, dextromoramide as needed and PCA morphine 
which totalled 480 mg of morphine equivalents per day) in combination with 
other analgesics (paracetamol, amitriptyline en carbamazepine). Despite the use 
of these drugs the patient rated his pain as a 10 on the 0-10 NRS.
Intravenous ketamine was started at a dose of 10 mg per hour (2 µg kg-1 min-1) 
and was increased the same day to 15 mg per hour (3.3 µg kg-1 min-1). This 
resulted in a dramatic relief of pain to a NRS of only 0.5. Opioid consumption 
stabilized at 420 mg of morphine equivalents a day. Because of the relative long 
life expectancy of this patient it was decided to go ahead with the insertion of the 
intrathecal catheter. This resulted in complete pain relief (NRS score of 0) and 
discontinuation of the ketamine.  
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Patient Morphine 
equivalents (mg 
day-1) before start 
of ketamine
















A 590 3.3 21 10 80 Ketamine
B 495 2.2 21 4.7 130 Ketamine
C 480 2 6 3.3 420 Intrathecal 
catheter
Table 1. Daily use of opioids (calculated as morphine equivalents), dose and duration of ketamine treatment and 
deﬁ nitive therapy for the three presented patients.
Discussion
There is now ample evidence that the NMDA receptor is involved in the 
processes underlying central sensitization and in the development of opioid 
tolerance.1,2 Central sensitization and opioid tolerance are two of many factors 
which may be responsible for the pain in cancer patients despite use of high 
doses of opioids. This is especially true in cases where there is a neuropathic 
component to the pain. The use of substances that act to block the NMDA 
receptor-ion channel complex can be useful if the pain cannot be sufﬁ ciently 
controlled using high dose opioids alone. One of the most useful of these 
substances is ketamine.
Ketamine has been widely used as an anesthetic and analgesic agent for the last 
35 years. It proved valuable in military and trauma medicine, especially in the 
treatment of pain in the hypotensive and severely injured patient. Its usefulness 
however was limited by its undesirable psychic side effects when administered 
intravenously at doses of 2-3 mg kg-1.
Since its introduction into clinical practice, a number of studies have looked at 
possible mode of actions of ketamine. It is now know that ketamine interacts 
with the NMDA receptor, opioid receptors, monoaminergic receptors, nicotinic 
and muscarinic cholinergic receptors, Ca2+ channels, GABA receptors and Na+ 
channels. However ketamine has the highest afﬁ nity for the NMDA receptor and 
it is the interaction with the NMDA receptor that is considered to be the most 
signiﬁ cant mode of action of ketamine.3,4 
Low doses of ketamine have been successfully used in the treatment of acute 
(postoperative) pain.5 Also a number of case reports and case series have been 
published describing the use of low doses of ketamine in the treatment of chronic 
neuropathic pain and cancer pain.6-8,9
The present case-reports show that the use of a continuous, intravenous or 
subcutaneous infusion of low dose ketamine (starting dose of 2-5 µg kg-1 min-1) 
can provide adequate pain relief in cancer patients who have not responded to 
high dose opioid therapy. In patients A and B the use of ketamine led to a 
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signiﬁ cant reduction in pain as well as to a considerable decline in their need for 
opioids (see Table 1). The treatment with ketamine in these two patients was 
continued at home. A portable infusion pump and a 22G subcutaneously placed 
butterﬂ y needle were used. The needle was renewed every three days by the 
home care nurse. In patient C signiﬁ cant pain relief could be reached by using 
ketamine pending more deﬁ nitive invasive pain therapy. 
No adverse effects were reported with these low doses of ketamine. Local itch 
around the subcutanueous needle was not reported.10 By replacing the needle 
every three days, the development of local skin irritation was probably 
minimized. Other adverse effects of ketamine such as psychomimetic effects, 
nausea or dizziness were not reported.
This method of using ketamine seems suitable for covering the period between 
initial assessment and the initiation of a more invasive pain therapy that cannot 
be performed on the spot and must be scheduled. However the administration of 
a continuous, low-dose infusion of ketamine can also be used to further reduce 
residual pain after invasive pain therapy. As shown in patients A and B the 
administration of ketamine can also be continued at home. In the home situation 
the subcutaneous route is preferred over the intravenous route since the care and 
changing of the needles can be left to the home care nurse.   
In this case-series, we used racemic ketamine which is a mixture of two 
enantiomers, s(+)- and r(-)-ketamine. Studies of the isolated enantiomers of 
ketamine in animals and humans show the s(+)-isomer to be a more potent 
analgesic and to cause fewer psychomimetic adverse effects than the r(-) form of 
the racemate.11,12 These differences between the two enantiomers are mainly based 
on differences in pharmacodynamics; different studies showed that the
s(+)-enantiomer binds to the NMDA receptor more readily than does the
r(-)-enantiomer.13 The recent introduction of s(+)-ketamine into the Dutch market 
offers the possibility to use even lower doses in patients unresponsive to high 
dose opioids therapy.
In conclusion, the parenteral administration of low dose (racemic) ketamine is an 
easily available, minimally invasive and effective addition to the treatment with 
opioids of neuropathic pain in terminal cancer patients.
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Introduction
Phantom limb pain is a referred neuropathic pain condition, perceived to arise 
from the part of the body that was amputated. The mechanisms of phantom limb 
pain remain unknown; both peripheral and central factors seem to be important. 
Recently Flor et al.1 postulated that a somatosensory pain memory and altered 
homonuclar structure in the somatosensory cortex may underlie phantom limb 
pain and that peripheral factors may sustain this memory. Suggested therapies 
include pharmacological agents (e.g. anti-depressive drugs, anti-epileptic drugs, 
calcitonin), behavioral interventions, transcutaneous electrical nerve stimulation, 
invasive techniques (e.g. epidural blockade, sympathectomies, dorsal root entry 
zone lesion, spinal cord stimulation, motor cortex stimulation) and even 
electroconvulsive therapy.2-5 In a signiﬁ cant percentage of amputees adequate 
pain relief cannot be achieved, which makes the search for an effective therapy a 
priority. Not one of the many published treatments for phantom limb pain has 
been shown convincingly to be effective, necessitating the publication of even 
small case series.3 We report four patients with phantom limb pain refractory to 
multiple treatment strategies. The patients received methadone and all reported at 
least adequate relief of their phantom limb pain symptoms.
Case reports
Patient 1
This patient was a 49-year old woman who had a right above-elbow amputation 
due to arterial vascular occlusion of the right arm. After the amputation, she 
suffered stump pain which subsided within a few days. Two weeks after surgery, 
the patient began complaining of phantom hand pain which she described as 
feeling ice-cold and cramped. This pain increased in intensity over the following 
months despite treatment with transcutaneous electrical nerve stimulation and 
medication (non-steroidal anti-inﬂ ammatory drugs, opioids (oral slow release 
morphine), carbamazepine, amitryptiline and calcitonin). 
Oral methadone was started six months after amputation. At that time, the patient 
rated her average phantom limb pain severity on a Visual Analogue Scale (VAS) 
as 7/10. Two days after the start of 5 mg methadone bid, the pain intensity 
decreased to a VAS score of 4/10. After 4 weeks, during which time the 
methadone dose was gradually increased to 7.5 mg bid and 10 mg an, she 
reported no pain during the day and a VAS score of 4/10 in the evening. On 
follow-up, four months after the start of methadone, the patient reported the 
absence of pain during the day and variable pain intensity in the evening ranging 
from a VAS score of 4-8/10. 
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Patient 2
The second patient was a 47-year old woman who suffered from adenocarcinoma 
of unknown origin, with metastases to the right femur and to the brain. Because 
of the metastatic cancer in her right femur she had a right upper leg amputation.
Postoperatively the patient reported mild stump pain which lasted for two days. 
After one week she started suffering phantom leg pain. Pain treatment consisted 
of medical therapy (opioids (intramuscular nicomorphine, transdermal fentanyl), 
amitriptyline, carbamazepine, valproine-acid and calcitonin).
Four weeks after amputation a course of oral methadone was started. She rated 
her phantom limb pain intensity at a 6/10 prior to the start of methadone. An 
initial dose of oral methadone 2 mg bid was gradually increased to 6 mg bid and 
8 mg an over a period of three months. At a three-month follow-up, the patient 
reported substantial relief of the phantom limb pain which she rated at 3/10.    
Patient 3
The patient was a 21-year old man who underwent a left above-the-knee 
amputation because of a Complex Regional Pain Syndrome type 1 of the left 
lower leg and foot. Two days after surgery, the patient started suffering severe 
phantom limb pain, rating the intensity as a 9-10/10 on a VAS. He also reported 
severe stump pain, rating it as a 7/10. Initially the patient was treated with non-
steroidal anti-inﬂ ammatory drugs, tramadol, opioids (intramuscular 
nicomorphine, oral slow release morphine, transdermal fentanyl), amitriptyline 
and gabapentin. Two weeks after amputation, oral methadone was started at a 
dose of 2 mg tid. Within three days the patient reported diminished phantom limb 
pain but no relief of the stump pain. The dose of methadone was increased to 5 
mg qid over the next few days, and after one week, the patient rated both his 
phantom and stump pain intensity at 4/10. At this time, other opioids and 
gabapentin were discontinued, and the patient was maintained on methadone 5 
mg qid until follow-up.
On follow-up, two months later, the patient reported a VAS pain score of 4/10 for 
both his phantom and stump pain.
Patient 4
This patient was a 27-year old woman who had a right upper arm amputation, 
because of recurrent upper arm luxation due to the Ehlers-Danlos syndrome. 
Immediately after the amputation she suffered severe phantom hand pain which 
she described as a burning and cramping sensation. Stump pain was only present 
during the ﬁ rst four days postoperatively.   
Medical treatment of her phantom limb pain consisted of non-steroidal anti-
inﬂ ammatory drugs, opioids (oral slow release morphine, transdermal fentanyl), 
amitriptyline, carbamazepine, several injections of calcitonin and a continuous 
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intravenous infusion of a low-dose ketamine. After 4 weeks of ketamine 
treatment, the patient still rated her phantom limb pain as 8/10. Ketamine was 
discontinued and oral methadone 4 mg tid was started. After two days, the patient 
reported pain relief. Over a period of two weeks, the methadone was gradually 
increased to 10 mg qid. At that time the patient reported a VAS-score of 3/10.
Four months later, during which time the methadone was continued, she rated her 
phantom limb pain at 5/10. An attempt to reduce the methadone dose failed 
because of a subsequent increase in the severity of her phantom limb pain.
Discussion
Methadone is a drug that was developed more than 40 years ago. It is now 
mainly used both as a maintenance drug for opioid dependence and in the 
treatment of pain, mostly cancer pain.6 Some important characteristics of 
methadone are its lack of known metabolites, the long and unpredictable half-
life, excellent absorption following oral and rectal administration and its low 
cost. Because of its unpredictable half-life, methadone must be titrated carefully 
in each individual to avoid overdose.                    
Four cases are presented in which methadone reduced phantom limb pain. In all 
cases other medication, including opioids, did not result in satisfactory pain 
relief. No signiﬁ cant methadone related adverse effects were noted in the four 
patients which we attribute to the low doses and the slow titration rate. 
True phantom limb pain is a neuropathic pain in which the process of central 
sensitization may play an important role.7,8 The N-methyl-D-aspartic acid 
(NMDA) receptor-ion channel is thought to be important in the development of 
central sensitization and substances that block this receptor can be effective in 
the treatment of pain.9,10
In animal studies methadone acts as an opioid agonist as well as an NMDA 
receptor antagonist although it is not clear that the NMDA receptor antagonist 
activity has any signiﬁ cance.11,12 Still, a synergistic action between the opioid 
agonist activity and NMDA receptor antagonist activity of methadone might 
contribute to its effectiveness in the treatment of phantom limb pain. In this 
respect it is remarkable that in patient 4, the continuous infusion of ketamine did 
not produce any pain relief, whereas methadone dramatically decreased the 
phantom limb pain from an 8/10 to a 3/10. 
In addition to its effects at the mu-opioid receptor and the NMDA receptor, 
methadone appears to inhibit serotonin reuptake.13 It is known that serotonin 
plays a role in a variety of pain syndromes. The inhibition of serotonin reuptake 
may therefore contribute to the analgesic effect of methadone in phantom limb 
pain although it has to be mentioned that other serotonin reuptake inhibitors 
failed to produce pain relief in our patients.
There are several limitations to the present case series. The series was 
nonrandomized, uncontrolled and unblinded and the follow-ups were limited to 
between two and four months. The possibility of a placebo response cannot be 
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ruled out, but we think this is less likely since patients had been refractory to 
multiple other treatments. The limited follow-up times raise the possibility that 
the improvements we observed reﬂ ected the natural course of phantom limb pain 
since the intensity and duration of phantom limb pain episodes appear to 
diminish during the ﬁ rst year after amputation.14,15 Nevertheless, prospective 
studies show that the incidence of phantom limb pain is between 59% and 70% 
one to two years after amputation and cross-sectional survey studies indicate that 
between 78% and 85% of amputees continue to experience signiﬁ cant phantom 
limb pain more than 25 years after amputation.3,14,15 Phantom limb pain occurs in 
the majority of amputees and an effective treatment has yet to be found. In our 
opinion before considering invasive treatments, it is advisable to try oral 
methadone. We realise that opioid therapy for chronic non-cancer pain remains 
controversial because of concerns about tolerance and addiction. Depending on 
the severity of the pain, body weight of the patient and history of opioid use, we 
suggest starting with a low dose of methadone (e.g., 2 to 5 mg bid or tid) and 
slowly titrate upwards until satisfactory pain relief is reached or intolerable side 
effects noted.
Conclusion
Oral methadone was effective in reducing phantom limb pain intensity in four 
patients. All patients had been tried on a variety of other analgesic agents without 
effect. Given the high incidence of phantom limb pain and the immense suffering 
the pain engenders, it is imperative that effective treatments be found. A 
prospective, controlled clinical trial evaluating the efﬁ cacy of methadone for 
phantom limb pain and addressing the issues of tolerance and addiction would be 
appropriate to verify our observations.
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Opioids are widely used in the treatment of acute and chronic pain. In general, 
they are quite effective in the symptomatic treatment of pain when administered 
in the appropriate way and dose. However, their effectiveness can be offset by the 
development of tolerance and/or hyperalgesia, their reduced efﬁ cacy in certain 
types of pain syndromes (e.g. central neuropathic pain), and the occurrence of 
adverse effects. Since the NMDA receptors are involved in many nociception 
related processes it was hypothesized that it would be beneﬁ cial to combine 
opioids with substances with NMDA receptor antagonist properties in an effort 
to modulate (and hopefully improve) opioid induced analgesia.
In this thesis, three clinically available drugs with NMDA receptor antagonist 
properties ((s(+)-)ketamine, amantadine, methadone) have been evaluated for 
their effect on opioid induced analgesia. The results of the studies performed 
with these drugs will now be discussed, the original research questions answered 
and future perspectives given.
Ketamine
Two clinical trials using ketamine were conducted to evaluate if this clinically 
available NMDA receptor antagonist could improve opioid efﬁ cacy in acute pain 
settings and improve long term outcomes. Special attention was given to the 
optimal timing of the administration of ketamine. 
Does pre-emptive analgesia using intravenous fentanyl plus low dose (racemic) 
ketamine, versus intravenous fentanyl alone, for radical prostatectomy under 
general anesthesia produce short term or long term reductions in pain or 
analgesic use? 
In Chapter 2 the use of (racemic) ketamine in combination with the opioid 
fentanyl in radical prostatectomy patients is described. The objective of this 
study was to evaluate short (up to 72 hours after surgery) and long term (two 
weeks and six months after surgery) effects on pain and analgesic use of the 
administration of the ketamine/fentanyl combination started before or after 
incision, in comparison with a control group (only fentanyl). The main 
hypothesis was that the pre-emptive use (pre-incisional administration of an 
analgesic agent versus its post-incisional administration) of the combination of 
ketamine and fentanyl would reduce postoperative consumption of morphine. 
The results of this study indicated that cumulative postoperative morphine 
consumption was not different between the groups at 72 hours after surgery. 
Only on the third postoperative day (49 to 72 hours after surgery) a slight 
reduction in hourly morphine consumption was found. This is, however, not 
considered to be a clinical signiﬁ cant effect since pain scores (VAS, MPQ), 
measurement of hyperalgesia (by von Frey ﬁ laments) and the items scored 
during the two-week (pain scores (VAS), hyperalgesia (von Frey)) and six month 
(Follow-Up Pain Questionnaire) follow-up did not differ among the three 
treatment groups. It can be concluded that using the combination of low dose 
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ketamine and fentanyl, according to the classical pre-emptive analgesia design 
and deﬁ nition, is clinically not useful in radical prostatectomy patients with 
regard to opioid sparing, improved opioid efﬁ cacy or long term outcome. 
Since results from other studies suggested that more clinically meaningful results 
might be obtained by (1) extending the infusion of ketamine to cover a longer 
period of nociceptive activity over the per- and postoperative phase,1 (2) using the 
s(+)-enantiomer of ketamine,2 (3) administration of ketamine before opioids are 
given 3 and (4) possibly also by using morphine as the intraoperative opioid,4 the 
study as presented in Chapter 3 was performed. 
What is the effect of preventive analgesia by using intra- and postoperative low 
dose s(+)-ketamine plus morphine on postoperative pain and analgesic 
consumption after radical prostatectomy?
The objective of the study presented in Chapter 3 was to evaluate the preventive 
use of s(+)-ketamine (e.g. starting administration of s(+)-ketamine before 
induction of anesthesia (and before the opioids are given) with continuation into 
the postoperative period). This study incorporates many of the above suggestions: 
(1) s(+)-ketamine was used and started before the opioids were given,
(2) morphine was selected as the intraoperative opioid (fentanyl was only used at 
induction of anesthesia) and (3) s(+)-ketamine was continued for 48 hours after 
surgery. The same study population (men undergoing radical prostatectomy) was 
used as in the study presented in Chapter 2. The results demonstrated that the 
preventive use of s(+)-ketamine resulted in a clinically signiﬁ cant reduction in 
the consumption of morphine postoperatively together with a reduction in pain 
scores over the 48 hours. However no differences were found in the incidence of 
adverse effects or in hyperalgesia (as measured with pressure algometry at 24 
and 48 hours after surgery). This study did not evaluate other potentially 
meaningful short term (e.g. time to ambulate, resumption of dietary intake) or 
long term (e.g. residual pain) clinical outcomes.
It can be concluded from the two studies presented in Chapters 2 and 3, that the 
use of ketamine and opioids in the pre-emptive way (pre-incisional 
administration of an analgesic agent versus its post-incisonal administration) is 
not a useful clinical approach, and that a preventive approach (starting 
administration before induction of anesthesia with continuation into the 
postoperative period) has a clear morphine sparing effect postoperatively. 
However, further studies using other clinical populations and larger sample sizes 
are needed to determine if the preventive approach is a clinically useful strategy.
McCartney et al.5 recently reviewed studies on the perioperative use of clinically 
available NMDA receptor antagonists. Ketamine was co-administered with 
opioids in a preventive design in 18 studies; ketamine produced a signiﬁ cant 
preventive analgesic beneﬁ t in 8 of the 18 included studies. Interestingly, in the 8 
positive studies a direct analgesic beneﬁ t occurred in the early postoperative 
period, while of the 10 negative studies, 6 did not demonstrate any direct 
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analgesic effect of the intervention. Patients enrolled in the included studies 
underwent a variety of surgical procedures; there was no effect of surgical type 
on the success of preventive intervention. Thus, there remain a number of 
questions which need to be answered on the preventive, perioperative use of 
combining ketamine and opioids:
1. How long after surgery must ketamine administration be continued to have a 
maximal preventive effect? 
In the studies presented in Chapters 2 and 3 ketamine is administered for 72 and 
48 hours after surgery respectively. This is in accordance with other studies in 
which ketamine is administered postoperatively.6 The time point of 48 or 72 
hours is usually chosen because at that point most patients can be taken off 
opioids and need only non-opioid analgesic drugs to manage their residual pain. 
It is not known whether extending the administration of ketamine beyond 48-72 
hours would be of any beneﬁ t to surgical patients. Kissin 7 argued that the 
surgically induced inﬂ ammatory injury (as a reaction to damaged tissue) plays a 
dominant role in central sensitization processes. Since, especially after major 
surgery, the inﬂ ammatory response lasts longer than 72 hours,8 continuation of 
ketamine beyond this time point might indeed be of further beneﬁ t to the patient.
2. Is s(+)-ketamine better than racemic ketamine? 
Only a direct, head-to-head, comparison of the preventive use of a combination 
of s(+)-ketamine with an opioid versus racemic ketamine with the same opioid 
versus a placebo control group (opioid only) in a surgical patient population can 
deﬁ nitely answer this question. To date, no such study has been published.
3. Ketamine and fentanyl and/or morphine or other opioids?
In the study presented in Chapter 2 fentanyl was the only intraoperative opioid 
used. In the study in Chapter 3 a single dose of fentanyl was used during 
induction of anesthesia and morphine was used for the remainder of the 
procedure. In both studies morphine was used as the postoperative opioid. As 
already discussed in Chapter 2 Hofmann et al.4 found that epidural ketamine 
potentiated epidural morphine but not epidural fentanyl; the choice of opioid 
might thus be important.
4. Which type of surgeries or patient-groups beneﬁ t the most from the preventive 
use of ketamine and what is the inﬂ uence of the preventive use of ketamine on 
long term outcome, especially on the development of chronic pain syndromes?
In the studies presented in Chapter 2 and 3 only patients scheduled for radical 
prostatectomy were enrolled. This type of surgery was chosen because it is 
standardized, major surgery that is performed frequently in the elderly male 
patient; this makes the study population homogeneous and suited for 
postoperative pain studies. The data from the study presented in Chapter 2 show 
an overall incidence of pain of 10.5% of the patients at six months follow-up. 
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This pain was perceived as mild (VAS between 2.3 and 3.4) and only in one 
patient did it interfere with daily activity (see table 7, Chapter 2). Although 
Haythornthwaite et al.9 reported a much higher incidence of mild pain following 
radical prostatectomy surgery (49% of their patients had pain at 3 months and 
36% had pain at 6 months), severe chronic pain seems unlikely after radical 
prostatectomy. This might, of course, be an additional explanation for why we 
did not ﬁ nd a difference in residual pain at the six month follow-up for the 
patients presented in Chapter 2.
There are, however, a number of surgeries that are known for their high incidence 
of developing (severe) chronic pain syndromes. 
After mastectomy, retrospective studies suggest a prevalence of post-mastectomy 
pain syndrome between 20 and 65% of breast cancer survivors.10 These patients 
report a continuous neuropathic pain in the axilla, medial upper arm and lateral 
chest wall starting shortly after surgery. The pain is characterised by paroxysms 
of lancinating pain against a background of burning, aching and tight 
sensations.11 
Post-thoracotomy pain is deﬁ ned as pain on the chest around the incision scar 
that persists for longer than 2 months postoperatively, or that recurs after having 
disappeared for a while, but that is not related to the recurrence of a tumor or to 
an infection. Pertunnen et al.12 found that the incidence of chronic post-
thoracotomy pain was 80% at 3 months, 75% at 6 months and 61% one year after 
surgery and that chronic post-thoracotomy pain interfered with the patient’s 
normal daily life in more than half of the patients. It is reported that early post-
operative pain after thoracotomy is the only factor that signiﬁ cantly predicted 
long term post-thoracotomy pain.13
As already discussed in Chapter 6b, prospective studies showed that the 
incidence of phantom limb pain is between 59% and 70% 1 to 2 years after 
amputation.14,15 Amputees suffering from preoperative limb pain may have a 
higher incidence of phantom pain after amputation.15
Other surgical procedures such as cholecystectomy and inguinal herniotomy, are 
also known to have a high risk of developing chronic pain.16
Further clinical trials should focus on the effects of preventive use of ketamine 
with opioids on the development of chronic pain syndromes in patients scheduled 
for mastectomy, thoracotomy, amputation, cholecystectomy or inguinal 
herniotomy. 
Another group of patients that could potentially beneﬁ t from the preventive use 
of ketamine is the opioid-dependent patient presenting for surgery. It is usually 
difﬁ cult to optimise anesthetic and especially analgesic care in these patients.17 
As discussed in Chapter 1, the use of opioids can lead to tolerance and 
hyperalgesia due to NMDA receptor mediated mechanisms, and the use of an 
NMDA receptor antagonist such as ketamine might therefore prove useful.18,19 
However, thus far only case reports have been published on the use of ketamine 
for management of acute pain in opioid-dependent patients.20,21
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Besides its use in the surgical population, the use of ketamine was also evaluated 
in the treatment of neuropathic pain secondary to cancer.
 
Can a continuous parenteral infusion of low dose (racemic) ketamine effectively 
be used in the treatment of neuropathic pain (uncontrolled by high doses of 
opioids) in terminal cancer patients?
In chapter 6a a case series study is presented on the use of subcutaneously 
administered (racemic) ketamine in patients with neuropathic cancer pain. It was 
shown that in selected patients the continuous administration of ketamine can be 
very useful in this otherwise difﬁ cult to treat pain syndrome. Bell et al.22 
evaluated the evidence for the use of ketamine in cancer pain. Only four 
randomised, controlled studies were identiﬁ ed, of which two were excluded due 
to poor quality. The two studies that met the inclusion criteria concluded that 
ketamine improves morphine treatment in cancer pain. For non-cancer pain, 
Hocking and Cousins 23 concluded that the evidence for the efﬁ cacy of ketamine 
is moderate to weak, but that in situations where standard analgesic options have 
failed, ketamine is a reasonable “third line” option. 
As shown in Chapter 6a, the continuous intravenous or subcutaneous 
administration of ketamine is feasible at home. However, other routes of 
administration, especially transdermal, nasal or oral, can have obvious 
advantages versus intravenous or subcutaneous administration.24-27 Randomised, 
controlled trials (using (s(+)-)ketamine) of high quality with larger numbers of 
patients and clinically relevant routes of administration are needed to further 
clarify the possible beneﬁ cial role of ketamine in neuropathic pain patients.
Amantadine
A human, clinical, pilot study and a preclinical study in rats were performed 
using amantadine.
What is the effect on postoperative pain and opioid consumption of amantadine 
given orally over the perioperative period in patients undergoing radical 
prostatectomy?
In Chapter 4 the results are presented of a pilot study on the effects of 
perioperative, preventive use of amantadine in patients undergoing radical 
prostatectomy. It was shown that perioperative use of amantadine (400 mg before 
surgery and a total of 300 mg after surgery) resulted in a 32% reduction in 
postoperative morphine consumption. Much to our surprise, a possible 
pharmacokinetic interaction was found between amantadine and morphine, 
perhaps explaining the main ﬁ nding of lower morphine consumption in the 
amantadine group. In addition, a reduced mechanical sensitivity around the 
surgical wound and a lower incidence of bladder spasm pain was found in 
patients of the amantadine group. This would suggest that pharmacodynamic 
interactions, involving the NMDA receptor, likely also contributed to the positive 
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outcomes observed with amantadine in this study.
What are the effects of pre-treatment with amantadine on morphine induced 
antinociception during second phase formalin responses in rats?
In Chapter 5 the possible effects of pre-treatment with amantadine on morphine 
induced antinociception were assessed in rats using a formalin test. The rotarod 
test was used to assess possible motor impairment to exclude aspeciﬁ c behavioral 
effects, as a possible explanation of any observed antinociceptive effects in the 
formalin test. In addition, and as a result of the pharmacokinetic interaction 
observed in humans (Chapter 4), serum morphine concentrations were measured 
to evaluate possible pharmacokinetic interactions between amantadine and 
morphine. The performed experiments revealed a clear synergistic effect between 
amantadine and morphine during the second phase of the formalin test. To obtain 
a comparable level of antinociception in the second phase of the formalin test, 53 
and 60% less morphine was needed in rats pretreated with amantadine 12.5 and 
25 mg kg-1 respectively, as compared to vehicle treated controls. There were no 
signs of motor impairment in this phase and no evidence was found for a 
pharmacokinetic interaction. A pharmacodynamic interaction involving the 
NMDA receptor is therefore the most likely explanation of the opioid sparing 
effects of amantadine in this test.
In both studies presented in Chapter 4 and 5, a morphine sparing effect was 
found by combining amantadine with morphine. It is, however, not clear if this 
effect can be explained via pharmacodynamic factors (Chapter 5), 
pharmacokinetic factors, or a combination of both (Chapter 4). A formal 
pharmacokinetic study under strict steady state conditions should be performed 
to conﬁ rm or reject our preliminary results in humans. 
Currently, a large-scale randomised, blinded, prospective clinical study is being 
conducted to further evaluate the early and late effects of preventive use of 
amantadine in surgical patients.
Methadone
Methadone is an opioid with intrinsic NMDA antagonist properties. In order to 
evaluate whether methadone would be effective in chronic neuropathic pain it 
was tried in patients with phantom limb pain.
 
Can methadone effectively be used in the treatment of phantom limb pain?
In chapter 6b a case series is presented on the use of methadone in patients with 
phantom limb pain. A low dose of 2 to 5 mg bid or tid was slowly titrated 
upwards to obtain pain relief. In all 4 cases an effective reduction in phantom 
limb pain was seen. The favorable results in our patients led us to conclude that a 
trial with oral methadone should be included in the treatment plan for these 
patients. Other authors have now also conﬁ rmed the efﬁ cacy of methadone in the 
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treatment of neuropathic pain in an open, prospective study and a randomised 
trial.28,29 However, to date no prospective trials have been published evaluating the 
efﬁ cacy of methadone speciﬁ cally for phantom limb pain.
The studies presented in this thesis emphasize the NMDA receptor antagonist 
properties of ketamine, amantadine and methadone. However as mentioned 
above and/or discussed for ketamine in Chapter 2, 3 and 6a, for amantadine in 
Chapter 4 and 5 and for methadone in Chapter 6b, these drugs have multiple 
other sites of actions which may also have contributed to the observed effects. 
Ketamine interacts with multiple binding sites (e.g. opioid receptors, 
monoaminergic receptors, nicotinic and muscarinic cholinergic receptors, Ca2+ 
channels, GABA receptors, Na+ channels) but enough evidence is available to 
consider the NMDA receptor antagonist properties of ketamine as its primary 
mode of action.30,31
In the clinically relevant dose range amantadine, mainly interacts with the sigma 
and the NMDA receptor.32-34 As discussed in Chapter 5, the exact role of the 
sigma receptor with regard to pain and its interaction with opioids has not been 
elucidated, while the NMDA receptor antagonists properties of amantadine are 
better deﬁ ned. 
Methadone is an unique drug since it combines mu-opioid receptor agonist 
activity with NMDA receptor antagonist activity in one drug.35 This dual action 
makes it particularly useful for the treatment of chronic, neuropathic pain. 
Furthermore, methadone inhibits the reuptake of serotonine which further 
potentially adds to its pain relieving properties.36 
It is noteworthy that all three clinically available NMDA receptor antagonist 
drugs used in this thesis were already in clinical use before they have been found 
to inhibit the NMDA receptor. Interestingly, they are all low-afﬁ nity, non-
competitive NMDA antagonists, which might explain their favorable side-effect 
proﬁ le (when, of course, used in the appropriate dose).37 In contrast, high afﬁ nity, 
non-competitive NMDA receptor antagonist such as MK-801 and phencyclidine 
have not proved successful in clinical use because of their severe psychomimetic 
side effects.38
For the three clinically available NMDA receptor antagonists used in this thesis 
the following can be concluded:
Ketamine
• Pre-emptive analgesia using intravenous fentanyl plus low dose (racemic) 
ketamine does not produce clinically meaningful short term or long term 
reductions in pain or analgesic use in patients after radical prostatectomy. 
• The preventive use of intra- and postoperative low dose s(+)-ketamine plus 
morphine reduces postoperative morphine consumption and results in lower 
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pain scores at rest in patients after radical prostatectomy.
• The parenteral administration of low dose (racemic) ketamine is an easily 
available, minimally invasive and effective addition to the treatment with 
opioids of neuropathic pain in terminal cancer patients.
Amantadine
• The results from a pilot-study show that perioperative oral amantadine is 
associated with lower postoperative morphine requirements, less mechanical 
sensitivity around the surgical wound and a reduced incidence of bladder 
spasm pain in patients after radical prostatectomy.
• The combined use of amantadine and morphine results in a synergistic 
interaction between these two drugs in the second phase of the formalin test 
in rats.
Methadone
• Oral methadone can be effective in reducing phantom limb pain intensity in 
humans.
The general conclusion is that the combined use of opioids and clinically 
available NMDA receptor antagonists can, under certain conditions, reveal an 
opioid sparing effect in acute pain and can help in relieving neuropathic pain. 
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This thesis concerns the effects of combining opioids with clinically available 
NMDA receptor antagonists in the treatment of acute and chronic pain.
Chapter 1 includes a general introduction to the subject of this thesis. Opioids are 
widely used in the treatment of pain. There are, however, a number of problems 
with the use of opioids, such as, the development of tolerance, the development 
of an abnormal pain response (hyperalgesia), their reduced effectiveness in 
(central) neuropathic pain, and troublesome adverse effects, such as nausea and 
vomitting.
These problems might be resolved, or at least attenuated, by the combined use of 
opioids and clinically available drugs with N-methyl-D-aspartate (NMDA) 
receptor antagonist properties. The NMDA receptor plays a key role in the 
development of opioid induced tolerance, opioid induced hyperalgesia, central 
sensitization and neuropathic pain syndromes. In this thesis the effects of three 
clinically available NMDA receptor antagonists were studied: ketamine (the 
racemic form and its s(+)-enantiomer), amantadine and methadone.
The primary aim of the study presented in Chapter 2 is to evaluate postoperative 
pain and morphine consumption after pre-emptive use of fentanyl plus (racemic) 
ketamine. A secondary aim is to evaluate possible long term effects (two weeks 
and six months after surgery) of the treatment schedules on the transition of acute 
to chronic pain. In this study men undergoing radical prostatectomy under 
general anesthesia were randomly assigned in a double-blinded manner to one of 
three groups. All patients received intravenous (i.v.) fentanyl (0,5 µg kg-1) 10 
minutes before incision. This was immediately followed by an i.v. bolus dose 
(0.2 ml kg-1) and an i.v. infusion (0.0025 ml kg-1 min-1) of 1 mg ml-1 ketamine 
(group 1) or normal saline (groups 2 and 3). Seventy minutes after incision, the 
ﬁ rst infusion was stopped and the patients received again i.v. fentanyl (all 
groups) with a second i.v. bolus dose/infusion of saline (groups 1 and 3) or 
ketamine (group 2). The second infusion was stopped after 80 minutes. 
Furthermore all patients received i.v. fentanyl (1 µg kg-1) every 80 minutes 
starting 5 minutes before induction of anesthesia. Pain at rest and after 
mobilization, von Frey pain thresholds and cumulative morphine consumption 
using patient-controlled analgesia (PCA) were assessed up to 72 hours after 
surgery.
A total of 143 patients completed the study (group 1: n = 47; group 2: n = 50; 
group 3: n = 46). Cumulative PCA morphine (mean ± SD) did not differ 
signiﬁ cantly among the groups (group 1: 92.3 ± 45.9 mg, group 2: 107.2 ± 58.4 
mg, group 3: 103.6 ± 50.4 mg; p = 0.08 for group 1 versus group 2, and group 1 
versus group 3). However, on day 3 (49 to 72 hours after surgery), the hourly rate 
(mean ± SEM) of morphine consumption was signiﬁ cantly lower (p < 0.0009) in 
group 1 (0.61 ± 0.013 mg h-1) than group 2 (0.86 ± 0.011 mg h-1) and group 3 
(0.89 ± 0.008 mg h-1). This amounted to 6 mg less of morphine over 24 hours for 
the patients in group 1, which is considered to be not clinically relevant. Pain 
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scores and von Frey pain thresholds did not differ signiﬁ cantly among groups. 
Two week and six month follow-ups did not reveal signiﬁ cant group differences 
in pain incidence, pain intensity, disability or mental health. 
It is concluded that pre-incisional, low dose administration of a combination of 
fentanyl and ketamine does not result in a clinically meaningful reduction in pain 
or morphine consumption when compared with post-incisional administration of 
fentanyl and ketamine or a control condition which only received fentanyl.
Chapter 3 presents the results of a study evaluating the effects on postoperative 
pain and morphine consumption of the administration of s(+)-ketamine (100 µg 
kg-1 bolus and a continuous infusion of 2 µg kg-1 min-1 intraoperatively, and 
combined with PCA morphine (morphine 1 mg ml-1, s(+)-ketamine 0.5 mg ml-1)  
postoperatively) and morphine, when compared to the administration of saline 
and morphine. In this randomised, double-blind, prospective study a total of 28 
male patients undergoing radical prostatectomy were studied. Morphine 
consumption (PCA), pain scores, sensitivity to mechanical pressure around the 
surgical wound (pressure algometry) and adverse effects were recorded for 48 
hours after surgery.
Cumulative PCA morphine consumption (mean ± SD) was signiﬁ cantly lower in 
the ketamine/morphine group (47.9 ± 26.2 mg) than in the saline/morphine group 
(73.4 ± 34.8 mg; p = 0.049). Pain scores at rest were signiﬁ cantly lower in the 
ketamine/morphine group across the 48-hour study period (p = 0.01). No 
signiﬁ cant differences were found in pressure algometry measurements or in the 
occurrence of adverse effects. 
The results of this study show that low dose s(+)-ketamine given during and after 
radical prostatectomy reduces PCA morphine consumption by 34% at 48 hours 
after surgery and lowers pain scores at rest. However no differences were found 
in hyperalgesia (as measured with pressure algometry) or in the incidence of 
adverse effects. 
The aim of the pilot study presented in Chapter 4 is to evaluate the effects of 
perioperative oral amantadine on postoperative pain and morphine consumption. 
Amantadine is known to be a non-competitive NMDA receptor antagonist and 
may be useful in preventing postoperative central sensitization, acute opioid 
tolerance and opioid-induced hyperalgesia thereby decreasing pain and/or 
morphine requirements. Twenty-four patients scheduled for radical 
prostatectomy were given oral amantadine in a randomised, double blind, 
placebo controlled manner. A total of 400 mg of amantadine was given before 
surgery and 100 mg was given at 8, 20 and 32 hours postoperatively. After 
surgery patients received i.v. PCA with morphine for 48 hours. Wound pain 
intensity, sensitivity to mechanical pressure around the surgical wound (pressure 
algometry), the number of patients reporting bladder spasm pain, adverse effects 
and patient satisfaction were assessed. Blood samples were drawn for analysis of 
amantadine, morphine and the morphine metabolites (M3G and M6G).
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The results revealed that the cumulative morphine consumption (mean ± SD) was 
signiﬁ cantly lower in the amantadine group at all time points (except at 48 hours, 
p = 0.0515) resulting in a 32% reduction over the 48 hours period (amantadine: 
51.4 ± 24.0 mg; placebo 75.3 ± 38.9 mg). Furthermore, 48 hours after surgery, 
visual analogue pain scores to pressure applied near the wound were signiﬁ cantly 
lower in the amantadine group (2.4 ± 1.2) than in the placebo group (4.3 ± 1.8;
p = 0.04). In addition, the number of patients reporting bladder spasm pain was 
signiﬁ cantly lower in the amantadine group (p = 0.02). Despite the same amount 
of morphine given during surgery, the plasma concentration of M3G was found 
to be signiﬁ cantly lower at the end of surgery in the amantadine group 
(amantadine: 74.1 ± 47.8 ng ml-1; placebo 123.0 ± 52.5 ng ml-1, p = 0.048). 
Furthermore pharmacokinetic analyses showed that the plasma clearance of 
morphine at 21-24 hours after surgery was also signiﬁ cantly lower in the 
amantadine group (p < 0.05). 
It is concluded that the results of this pilot study suggest that perioperative oral 
amantadine reduces postoperative opioid consumption mainly by 
pharmacokinetic mechanisms, although additional pharmacodynamic 
interactions may also be involved.
Intrigued by the ﬁ ndings from the study on perioperative use of amantadine, an 
animal study was performed (presented in Chapter 5) to proﬁ le the possible 
effects of amantadine (0, 12.5, 25 or 50 mg kg-1 i.p.) pre-treatment on morphine 
(0, 0.63, 1.25, 2.5 or 5 mg kg-1 s.c.) induced antinociception in rats. The 
(automated) formalin test (5% formalin, 50 µl) was used to assess if amantadine 
enhances the antinociceptive activity of morphine. Possible motor impairment 
was assessed with a rotarod test. Morphine was measured in serum of 
amantadine or vehicle treated rats to search for pharmacokinetic interactions 
between amantadine and morphine. 
Isobolographic analysis provided evidence for a synergistic interaction between 
amantadine and morphine in the second phase of the formalin test. For the same 
effect on the number of ﬂ inches per minute, 53% and 60% less morphine was 
needed in rats pre-treated with amantadine 12.5 and 25 mg kg-1 respectively. No 
evidence was found to indicate that amantadine induced motor impairment at the 
doses potentiating morphine during the second phase of the formalin test. There 
was also no evidence for a pharmacokinetic interaction between amantadine and 
morphine.
Since the second phase of the formalin test is dependent on NMDA receptor 
activation it was concluded that an antagonistic activity of amantadine at the 
NMDA receptor most likely contributes to the synergistic interaction observed 
between amantadine and morphine in rats. 
Chapter 6a presents our experiences with the use of continuous low dose infusion 
of i.v. or subcutaneous (racemic) ketamine in the treatment of neuropathic pain in 
cancer patients. Neuropathic pain that could not be alleviated adequately by 
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administration of opioids was treated with parenteral ketamine in three patients; 
a 52-year-old woman with skeletal metastases from bladder carcinoma, a 54-
year-old man with metastasized thyroid carcinoma and a 40-year-old man with 
non-Hodgkin’s lymphoma. Pending invasive therapy, the three patients were 
given a continuous low dose infusion of i.v. or subcutaneous ketamine (2-5 µg kg 
min-1) in addition to the analgesic drugs they were receiving. 
The pain in the ﬁ rst two patients responded so well to ketamine that it was 
decided to waive the invasive pain treatment and to continue the ketamine 
infusion at home until death. In the third patient, the addition of ketamine 
resulted in an adequate level of analgesia during the waiting period for a more 
invasive treatment involving insertion of an intrathecal catheter. These results 
suggest that the parenteral administration of low dose (racemic) ketamine is an 
easily available, minimally invasive and effective addition to the treatment with 
opioids of neuropathic pain in terminal cancer patients.
The objective of the case series presented in Chapter 6b was to determine if 
severe phantom limb pain could be reduced with oral methadone, an opioid with 
NMDA receptor blocking properties. Four patients with severe, intractable 
phantom limb pain refractory to multiple treatment modalities were treated with 
oral methadone. Oral methadone was administered starting with a low dose of 2 
to 5 mg bid or tid and slowly titrated upward to achieve pain relief. 
Methadone was effective in reducing phantom limb pain intensity in all four 
presented patients. It is concluded that administration of oral methadone may be 
of value in the treatment of phantom limb pain; controlled clinical trials would be 
appropriate to verify this observation.
A discussion of the overall results, together with further perspectives, is given in 
Chapter 7. It was concluded that the concept of pre-emptive analgesia (by using 
fentanyl plus low dose (racemic) ketamine before versus after incision) is not a 
useful clinical approach, but that a preventive approach (by using s(+)-ketamine 
started before induction of anesthesia with continuation into the postoperative 
period) might be a more clinically useful strategy. 
The results from a pilot study showed that the perioperative, preventive use of 
amantadine was associated with lower postoperative morphine requirements, less 
intense mechanical sensitivity around the surgical wound and a reduced 
incidence of bladder spasm pain in patients after radical prostatectomy. An 
animal study revealed that the combined use of amantadine and morphine 
resulted in a synergistic interaction between these two drugs in the second phase 
of the formalin test in rats. It is however not clear if the effects found with the 
use of amantadine can be contributed to pharmacodynamic factors, 
pharmacokinetic factors or a combination of both.
For patients with neuropathic pain it was found that the parenteral administration 
of low dose ketamine is an easily available and minimally invasive alternative for 
the treatment of neuropathic pain in terminal cancer patients, and that oral 
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methadone can be effective in reducing phantom limb pain intensity in humans.
In conclusion the work presented in this thesis indicates that combined use of 
opioids and clinically available NMDA receptor antagonists can, under certain 
conditions, reveal an opioid sparing effect in acute pain and can help in relieving 









Dit proefschrift gaat over de effecten van het gecombineerd gebruik van opioïden 
en klinisch beschikbare N-methyl-D-aspartaat (NMDA) receptor antagonisten bij 
de behandeling van acute en chronische pijn.
Hoofdstuk 1 is een introductie tot het onderwerp van het proefschrift. Opioïden 
zijn een veelgebruikt middel bij de behandeling van pijn. Er zijn echter een 
aantal problemen bij het gebruik van opioïden, waaronder de ontwikkeling van 
tolerantie, de ontwikkeling van een abnormale pijnrespons (hyperalgesie), 
verminderde effectiviteit bij de behandeling van (centrale) neuropathische pijn, 
en het optreden van hinderlijke bijwerkingen, zoals bijvoorbeeld misselijkheid en 
braken. 
Stelling van het onderzoek was dat deze problemen kunnen worden opgelost, of 
ten minste verminderd, door het gecombineerd gebruik van opioïden en klinisch 
bruikbare middelen met een antagonistische werking op de NMDA receptor. De 
NMDA receptor speelt een belangrijke rol in het ontstaan van opioïd-
geïnduceerde tolerantie, opioïd-geïnduceerde hyperalgesie, centrale sensitisatie 
en neuropatische pijnsyndromen. In dit proefschrift zijn de effecten van drie 
klinisch beschikbare NMDA receptor antagonisten bestudeerd: ketamine (het 
racemisch mengsel en de s(+)-enantiomeer), amantadine en methadon.
Het eerste doel van de studie, zoals gepresenteerd in hoofdstuk 2, is het evalueren 
van de effecten van het gecombineerd, pre-emptief gebruik van fentanyl en 
(racemisch) ketamine op postoperatieve pijn en morﬁ negebruik. Een tweede doel 
is de evaluatie van mogelijke lange termijn effecten (twee weken en zes maanden 
na de operatie) van de behandelschema’s op de overgang van acute, 
postoperatieve pijn in chronische pijn. In deze dubbelblinde studie zijn mannen, 
die een radicale prostatectomie onder algehele anesthesie ondergingen, 
gerandomiseerd in drie groepen. Alle patiënten kregen, 10 minuten voor incisie, 
intraveneus (i.v.) fentanyl (0,5 µg kg-1) toegediend, meteen gevolgd door een i.v. 
bolusinjectie (0.2 ml kg-1) en een continue infusie (0.0025 ml kg-1 min-1) van 1 mg 
ml-1 ketamine (groep 1) of fysiologische zout (groep 2 en 3). Zeventig minuten na 
incisie werd de eerste infusie gestopt en kregen de patiënten wederom i.v. 
fentanyl (alle groepen) en een i.v. bolusinjectie/continue infusie van fysiologisch 
zout (groep 1 en 3) of ketamine (groep 2). De tweede infusie werd gestopt na 80 
minuten. Bovendien kregen alle patiënten elke 80 minuten i.v. fentanyl (1 µg kg-1) 
toegediend; de eerste gift werd gegeven 5 minuten voor inductie van de 
anesthesie. Pijn in rust en na mobilisatie, meting van pijndrempels middels von 
Frey ﬁ lamenten en het cumulatief morﬁ negebruik (patiënt gecontroleerde 
analgesie (PCA)) werden bepaald tot 72 uur na de operatie. 
De onderzochte populatie omvatte 143 patiënten (groep 1: n = 47; groep 2:
n = 50; groep 3: n =  46). Er bleken geen signiﬁ cante verschillen te zijn tussen de 
groepen in cumulatief PCA morﬁ negebruik (gemiddeld ± SD) (groep 1: 92.3 ± 
45.9 mg, groep 2: 107.2 ± 58.4 mg, groep 3: 103.6 ± 50.4 mg; p = 0.08 voor 
groep 1 versus groep 2 en groep 1 versus groep 3). Alleen op dag 3 (49 tot 72 uur 
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na operatie) was het morﬁ negebruik per uur (gemiddelde ± SEM) signiﬁ cant 
lager (p < 0.0009) in groep 1 (0.61 ± 0.013 mg h-1) in vergelijking met groep 2 
(0.86 ± 0.011 mg h-1) en groep 3 (0.89 ± 0.008 mg h-1). Dit kwam neer op een 
reductie in morﬁ negebruik van 6 mg per 24 uur voor de patiënten in groep 1, wat 
wordt beschouwd als een klinisch niet-relevante reductie. Pijnscores en bepaling 
van de pijndrempels met behulp van von Frey ﬁ lamenten lieten geen signiﬁ cante 
verschillen zien tussen de groepen. Er bleek evenmin sprake te zijn van een 
verschil in incidentie en intensiteit van pijn en in lichamelijk of psychisch 
functioneren bij de follow-up na twee weken en na zes maanden. 
De conclusie is dat het toedienen van een combinatie van fentanyl en een lage 
dosis (racemisch) ketamine, voor versus na incisie, niet resulteert in een klinisch 
relevante vermindering van pijn en morﬁ negebruik, ten opzichte van een 
standaard behandeling middels het toedienen van alleen fentanyl.
Hoofdstuk 3 presenteert de resultaten van een studie naar de effecten van het 
gebruik van s(+)-ketamine (100 µg kg-1 bolus en een continue infusie van 2 µg
kg-1 min-1 intraoperatief, en gecombineerd met PCA morﬁ ne (morﬁ ne 1 mg ml-1, 
s(+)-ketamine 0.5 mg ml-1) postoperatief) en morﬁ ne, ten opzichte van het 
gebruik van fysiologisch zout en morﬁ ne, op postoperatieve pijn en het totale 
postoperatieve morﬁ negebruik. Deze gerandomiseerde, dubbel blinde, 
prospectieve studie omvatte 28 patiënten, die een radicale prostatectomie 
ondergingen. Morﬁ negebruik (PCA), pijnscores, gevoeligheid voor mechanische 
druk rond de chirurgische wond (druk algometrie) en incidentie van bijwerkingen 
werden bepaald tot 48 uur na de operatie.
Cumulatief PCA morﬁ negebruik (gemiddelde ± SD) was signiﬁ cant lager in de 
ketamine/morﬁ ne groep (47.9 ± 26.2 mg) in vergelijking tot de fysiologisch zout/
morﬁ ne groep (73.4 ± 34.8 mg; p = 0.049). De pijnscores in rust waren 
signiﬁ cant lager in de ketamine/morﬁ ne groep over de gehele periode van 48 uur 
(p = 0.01). Er werden geen signiﬁ cante verschillen gevonden in de algometrie-
metingen of in de incidentie van bijwerkingen. 
De resultaten van deze studie laten zien dat de toediening van een lage dosis 
s(+)-ketamine, gegeven tijdens en na een radicale prostatectomie, resulteert in 
een afname van het PCA morﬁ negebruik met 34% (48 uur na de operatie) en in 
lagere pijnscores. Er werden echter geen verschillen gevonden in hyperalgesie, 
zoals gemeten met druk algometrie, of in de incidentie van bijwerkingen.
Het onderzoek (pilot studie), zoals gepresenteerd in hoofdstuk 4, beoogt het 
evalueren van de effecten van perioperatief, oraal toegediend amantadine op 
postoperatieve pijn en morﬁ negebruik. Amantadine is een niet-competitieve 
NMDA antagonist en is daarom mogelijk bruikbaar voor de preventie van 
postoperatieve centrale sensitisatie en preventie van acute opioïd-geïnduceerde 
tolerantie/hyperalgesie. Dit zou dan kunnen resulteren in een verminderd 
morﬁ negebruik en/of betere pijnstilling. In deze gerandomiseerde, dubbelblinde 
en placebo gecontroleerde studie, kregen 24 patiënten, die een radicale 
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prostatectomie ondergingen, oraal amantadine toegediend. In totaal 400 mg 
amantadine werd gegeven voor de operatie en 100 mg op 8, 20 en 32 uur na de 
operatie. Gedurende 48 uur na de operatie gebruikten de patiënten i.v. morﬁ ne 
(PCA). Op vaste tijden werden de intensiteit van de wondpijn, de gevoeligheid 
voor mechanische druk rond de chirurgische wond (druk algometrie), het aantal 
patiënten met pijn ten gevolge van blaaskrampen, de bijwerkingen en de 
tevredenheid van de patiënten gescoord. Ook werden bloedmonsters genomen 
voor het bepalen van plasma concentraties van amantadine, morﬁ ne en morﬁ ne 
metabolieten (M3G en M6G).
Het cumulatieve morﬁ negebruik (gemiddelde ± SD) was signiﬁ cant lager in de 
amantadine groep op alle tijdstippen (behoudens op 48 uur, p = 0.0515). Dit 
resulteerde in een  reductie van 32% in het morﬁ negebruik over de periode van 
48 uur (amantadine: 51.4 ± 24.0 mg; placebo 75.3 ± 38.9 mg). De pijnscore, 
gemeten tijdens het toepassen van druk algometrie rond de wond, was signiﬁ cant 
lager in de amantadine groep (2.4 ± 1.2) dan in de placebo groep (4.3 ± 1.8;
p = 0.04). Tevens was het aantal patiënten met pijn door blaaskrampen signiﬁ cant 
lager in de amantadine groep (p = 0.02). Aan het eind van de operatie werd een 
signiﬁ cant lagere plasma concentratie voor M3G gemeten (amantadine: 74.1 ± 
47.8 ng ml-1; placebo 123.0 ± 52.5 ng ml-1, p = 0.048), terwijl dezelfde 
hoeveelheid morﬁ ne was gegeven tijdens de operatie. Een farmacokinetische 
analyse liet zien dat de plasmaklaring van morﬁ ne tussen 21 en 24 uur na de 
operatie signiﬁ cant lager was in de amantadine groep (p < 0.05).
De resultaten van deze (pilot) studie suggereren dat het perioperatief gebruik van 
amantadine, het postoperatief gebruik van morﬁ ne met name reduceert door 
farmacokinetische mechanismen. Farmacodynamische interacties zijn echter niet 
uitgesloten.
Nieuwsgierig gemaakt door de bevindingen uit het onderzoek naar het 
perioperatief gebruik van amantadine, is een dierexperimentele studie opgezet 
(hoofdstuk 5). In deze studie zijn de mogelijke effecten van voorbehandeling met 
amantadine (0, 12.5, 25 of 50 mg kg-1 i.p.) op morﬁ ne (0, 0.63, 1.25, 2.5 of 5 mg 
kg-1 s.c.) geïnduceerde antinociceptie onderzocht in ratten. De (geautomatiseerde) 
formalinetest (5% formaline, 50 µl) is gebruikt om te onderzoeken of amantadine 
de antinociceptieve effecten van morﬁ ne verhoogt. Mogelijke motorische 
bijwerkingen zijn onderzocht met de rotarodtest. Morﬁ ne is gemeten in serum 
van met amantadine of placebo voorbehandelde ratten, ten einde te kunnen 
beoordelen of er farmacokinetische interacties zijn tussen amantadine en 
morﬁ ne. 
Isobolograﬁ sche analyse leverde het bewijs voor een synergistische interactie 
tussen amantadine en morﬁ ne in de tweede fase van de formalinetest. Voor 
eenzelfde effect op het aantal “ﬂ inches” (terugtrekkingen van de poot van de rat) 
per minuut, was respectievelijk 53 en 60% minder morﬁ ne nodig in ratten, die 
waren voorbehandeld met amantadine 12,5 en 25 mg kg-1. Bij het gebruik van 
deze doseringen amantadine werd geen effect op de motoriek gezien. Ook was er 
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geen bewijs voor een farmacokinetische interactie tussen amantadine en morﬁ ne.
Daar de tweede fase van de formalinetest afhankelijk is van activatie van de 
NMDA receptor werd geconcludeerd dat een antagonistische werking van 
amantadine op de NMDA receptor, de meest waarschijnlijke verklaring is voor 
de synergistische interactie tussen amantadine en morﬁ ne in ratten. 
Hoofdstuk 6a presenteert onze ervaringen met het gebruik van een continue i.v. 
of subcutane toediening van een lage dosis (racemisch) ketamine in de 
behandeling van neuropathische pijn bij kankerpatiënten. Neuropathische pijn, 
die niet voldoende verlicht kon worden middels het gebruik van opioïden, werd 
behandeld met parenterale toediening van ketamine bij drie patiënten: een 52-
jarige vrouw met een naar het skelet gemetastaseerd blaascarcinoom, een 54-
jarige man met een gemetastaseerd schildkliercarcinoom en een 40-jarige man 
met een non-Hodgkin-lymfoom. In de overbruggingsperiode tot een invasieve 
behandeling werd gestart met de continue i.v. of subcutane toediening van een 
lage dosis ketamine (2-5 µg kg-1 min-1). Dit als aanvulling op de analgetica die al 
werden gebruikt. 
Bij de eerste twee patiënten was de pijnstilling dermate goed dat werd afgezien 
van verdere invasieve behandeling. Gekozen werd voor het voortzetten van de 
ketaminetoediening in de thuissituatie. Bij de derde patiënt kon door de 
toevoeging van ketamine een adequate pijnstilling bereikt worden in de 
overbruggingsperiode tot invasieve behandeling met een intrathecale catheter.
De conclusie luidt dat de parenterale toediening van een lage dosis (racemisch) 
ketamine een makkelijk beschikbare, minimaal invasieve en effectieve 
toevoeging is aan de behandeling met opioïden van neuropathische pijn bij 
terminale kankerpatiënten.
De case serie, zoals gepresenteerd in hoofdstuk 6b, beoogt het effect van oraal 
gebruik van methadon (een opioïd met NMDA receptor antagonistische 
activiteit) te bepalen op ernstige fantoompijn. Vier patiënten met ernstige 
fantoompijn, die niet hadden gereageerd op diverse voorafgaande therapieën, zijn 
behandeld met methadon. Methadon werd gestart in een lage dosis van 2 tot 5 
mg (2–3 x daags) en dit werd langzaam verhoogd tot pijnstilling optrad. 
Methadon was effectief in het verminderen van de intensiteit van de fantoompijn 
in alle vier patiënten. De conclusie luidt dat het oraal gebruik van methadon van 
waarde kan zijn in de behandeling van fantoompijn. Gecontroleerde, klinische 
trials zijn nodig om onze waarneming te bevestigen.
Hoofdstuk 7 is een discussie over alle onderzoeksresultaten met suggesties voor 
verder onderzoek.
Geconcludeerd werd dat het concept van pre-emptieve analgesie (middels het 
toedienen van fentanyl in combinatie met (racemisch) ketamine, voor versus na 
de incisie) geen klinisch zinvolle benadering is, maar dat een preventieve 
benadering (middels het gebruik van s(+)-ketamine gestart voor inductie van 
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anesthesie met voortzetting in de postoperatieve periode) mogelijk een klinisch 
zinvolle strategie is.
De resultaten van een pilot studie laten zien dat het perioperatieve, preventieve 
gebruik van amantadine in radicale prostatectomie-patiënten leidde tot een lager 
postoperatief morﬁ negebruik, minder intense mechanische gevoeligheid rond de 
chirurgische wond en een lagere incidentie van pijn ten gevolge van blaaskramp. 
Een dierexperimentele studie in ratten liet een synergistische interactie zien 
tussen amantadine en morﬁ ne in de tweede fase van de formalinetest. Het is 
echter nog niet duidelijk of de gevonden effecten van het gebruik van amantadine 
verklaard kunnen worden vanuit farmacodynamische factoren, farmacokinetische 
factoren of een combinatie van beiden.
Bij patiënten met neuropathische pijn werd gevonden dat de parenterale 
toediening van een lage dosis ketamine een makkelijk beschikbare, minimaal 
invasieve en effectieve aanvulling is voor de behandeling van neuropathische pijn 
in kankerpatiënten en dat het oraal gebruik van methadon effectief kan zijn in het 
reduceren van fantoompijn.
De verschillende onderzoeken leiden tot de conclusie dat een gecombineerd 
gebruik van opioïden en klinisch bruikbare NMDA receptor antagonisten, onder 
bepaalde voorwaarden, een opioïdsparend effect heeft bij acute pijn en helpt in 
het verlichten van neuropathische pijn. Verdere klinische voordelen van deze 








Er lag ongeveer 30 cm sneeuw in het centrum van Toronto (de kop van de 
plaatselijke krant (Toronto Star) luidde “Toronto digging out”) toen ik mij op 
maandag 4 januari 1999 moest melden voor mijn eerste werkdag op de 
Department of Anesthesia van The Toronto General Hospital. Diezelfde dag werd 
ik geïntroduceerd op de Acute Pain Research Unit en in deze “hemel voor 
pijnonderzoek” is de basis gelegd voor dit proefschrift. Op de verdere weg naar 
het eindresultaat hebben veel mensen een belangrijke rol gespeeld en ik wil 
graag een aantal met naam noemen.
Professor Ben Crul, ondanks de problemen in de personele bezetting van de 
afdeling gaf jij mij destijds toch toestemming om een jaar naar Canada te gaan. 
Samen hebben wij vele patiënten (o.a. de patiënten welke zijn beschreven in 
hoofdstuk 6) behandeld en heb ik veel van je geleerd op het gebied van pijn en 
pijnbehandeling. Je zorgde mede voor een solide ﬁ nanciering voor dit 
proefschrift en introduceerde mij bij professor Theo Meert. Met name in de 
laatste maanden stond je dicht bij mij om te helpen bij het afronden van dit 
proefschrift. Mijn dank hiervoor! 
Professor Joel Katz, the fact that you have co-authored four out of the six 
publications included in this thesis makes very clear your major role in the 
completion of my thesis! You taught me a lot about conducting human 
perioperative pain studies during my stay in Canada. I am happy that after my 
return to the Netherlands our collaboration continued and I hope that this will 
remain so in the future. I owe you a lot and I am very proud that you are one of 
the supervisors of my thesis.
Professor Theo Meert, ik kwam bij jou als novice op het gebied van 
dierexperimenteel pijnonderzoek. Al mijn ideeën en gedachtekronkels werden 
door jou steeds kritisch beschouwd en als je er heil in zag zorgde je steeds voor 
ideale omstandigheden voor het uitvoeren van de experimenten.
Professor Leo Booij, professor Gert Jan Scheffer en Jos Lerou, dank ik voor hun 
inzet en strijd voor het (opnieuw) creëren van een onderzoeksklimaat binnen de 
afdeling Anesthesiologie. Jos, naast je welverdiende Radboudpluim krijg je van 
mij een tweede pluim voor je bijdrage aan hoofdstuk 5.
 
Aan Ria Biermans, Petra Vinken, Patrick Haes en overige medewerkers van 
Johnhnson & Johnson Pharmaceutical Research and Development te Beerse 
(België) ben ik veel dank verschuldigd voor hun hulp bij de praktische 
uitvoeringen van de dierexperimentele studies.
Tineke van Rijn, je noemt je zelf “dataverslaafd” en als toediener van allerlei 
potentieel verslavende stoffen gaf ik je dus de data van de dierexperimentele 
studies. Hiermee heb jij een belangrijke bijdrage geleverd aan hoofdstuk 5.
154
Dankwoord
Patrick Lee Kong, Lonneke Bergmans, Dick Cornelisse, Christine van Riessen en 
Ellen Backus hebben mij, tijdens hun opleiding tot anesthesioloog, steeds 
uitstekend geholpen bij het opzetten, uitvoeren en opschrijven van de diverse 
studies.   
Voor de studies zoals gepresenteerd in de hoofdstukken 2, 3 en 4 hebben vele 
patiënten die een radicale prostatectomie moesten ondergaan hun medewerking 
gegeven. Ik wil graag al deze patiënten en hun behandelend urologen (Michael 
Robinette en professor Michael Jewett (Toronto General Hospital), professor 
Fred Witjes en Peter Mulders (UMC St Radboud)) hartelijk danken voor hun 
toestemming.
Alle medewerkers van de afdeling Anesthesiologie, de medewerkers van de 
verkoeverkamer, het operatiekamerpersoneel en de verpleegkundigen van de 
afdeling Urologie, dank ik voor hun begrip, geduld, medewerking en tijd bij het 
uitvoeren van de klinische studies. 
Oliver Wilder-Smith, Wil Gerrits, Marijke Klunder en Jeannette van Bodegraven 
dank ik voor het kritisch doornemen van delen van het manuscript. Verder dank 
ik Oliver voor het binnen onze afdeling op een beduidend hoger niveau brengen 
van het onderzoek naar pijn en nociceptie.
Medewerkers van het Pijncentrum, de jaren die ik als anesthesioloog binnen “de 
pijn” heb mogen werken ervaar ik als een leerzame, interessante en vooral 
plezierige periode. Met name de collegiale en open sfeer tussen de artsen, 
psychologen, fysiotherapeuten, verpleegkundigen en secretarieel medewerkers 
heb ik altijd als speciaal ervaren. Dank dat ik zolang deel heb mogen uitmaken 
van een bijzonder team.  
Ouders, familieleden, vrienden en kennissen, dank ik voor hun enthousiasme, 
interesse, belangstelling en ondersteuning. Ja, Willemien, het boekje is nu echt 
klaar! 
Speciale dank voor Paul Vendeville, die het hele proces van Word document tot 
het daadwerkelijk drukken van het proefschrift op zeer professionele wijze heeft 
begeleid.
Lieve Marijke, Bart en Kim, jullie worden hier volgens de traditie als laatste 









Snijdelaar DG, Hasenbos MA, van Egmond J, Wolff AP, Liem TH. High thoracic 
epidural sufentanil with bupivacaine: Continuous infusion of high volume versus 
low volume. Anesth Analg 1994;78:490-4.
Crul BJ, van Dongen RT, Snijdelaar DG, Rutten EH. Long-term continuous 
intrathecal administration of morphine and bupivacaine at the upper cervical 
level; access by a lateral C1-C2 approach. Anesth Analg 1994;79:594-7.
Crul BJ, van Dongen RT, Snijdelaar DG. Intrathecal opioids.
Pain Reviews 1994;1:295-307. 
Snijdelaar DG, Dirksen R, Slappendel R, Crul BJ. Substance P.
Eur J Pain 2000;4:121-35.
Snijdelaar DG, Katz J, Clairoux M, Sandler AN. Respiratory effects of 
intraoperative alfentanil infusion in post-abdominal hysterectomy patients: a 
comparison of high versus low dose. Acute Pain 2000;3:120-8.
Bergmans L, Snijdelaar DG, Katz J, Crul BJ. Methadone for phantom limb pain. 
Clin J Pain 2002;18:203-5.
Snijdelaar DG, Koren G, Katz J. Effects of perioperative oral amantadine on 
postoperative pain and morphine consumption in patients after radical 
prostatectomy: results of a preliminary study. Anesthesiology 2004;100:134-41.  
Snijdelaar DG, Cornelisse HB, Schmid R, Katz J. A randomised, controlled 
study of perioperative low dose s(+)-ketamine in combination with postoperative 
patient-controlled s(+)-ketamine and morphine after radical prostatectomy. 
Anaesthesia 2004;59:222-8.
Katz J, Schmid R, Snijdelaar DG, Coderre TJ, McCartney C, Wowk A. Pre-
emptive analgesia using intravenous fentanyl plus low-dose ketamine does not 
produce short term or long term reductions in pain or analgesic use.
Pain 2004;110:707-18.
Snijdelaar DG, van Rijn CM, Vinken P, Meert TF. Effects of pre-treatment with 
amantadine on morphine induced antinociception during second phase formalin 




Snijdelaar DG, Gielen MJ, Crul BJ. Regressie van de sensorische blokkade 
tijdens continue epidurale toediening van lokaal anesthetica.
Ned T Anesthesiol 1995;8:11-4.
Snijdelaar DG, Kho HG. Acupunctuuronderzoek in het Academisch Ziekenhuis 
Nijmegen. Ned T Anesthesiol 1996;9:44-7.
 
Snijdelaar DG, Crul BJ. Clusterhoofdpijn: miskend, want onbekend. Ingezonden 
brief. Ned Tijdschr Geneeskd 1997;141:796.
Snijdelaar DG, Samwel H, Oosterhof J, van Weel E. Behandeling van chronische 
benigne pijn. Modern Medicine 1997;21:53-60.
Hermsen HW, Snijdelaar DG, Marres HAM. Luchtwegbrand, een ernstige 
complicatie van laserchirurgie van de larynx.
Ned Tijdschr Geneeskd 2002;146:427-31.
Lee Kong PE, Snijdelaar DG, Crul BJ. Parenterale toediening van lage 
doseringen ketamine ter behandeling van neuropathische pijn bij patiënten met 
kanker. Ned Tijdschr Geneeskd 2002;146:2556-8.
Book chapters 
Snijdelaar DG, Dirksen R. Substance P. In: Pijninformatorium. Edited by Mattie 
H, Spierdijk J, van Houdenhove B. Houten, Bohn Staﬂ eu Van Loghum Houten/
Diegem, 1997:FA2000-1 - FA2000-24.
Snijdelaar DG, Doyle DJ. Anesthesia for ENT procedures and laser surgery. In: 
Wylie and Churchill-Davidson’s A Practice of Anesthesia, 7th Edition. Edited by 
Healy TEJ, Knight PR. London, Arnold, 2003.
International abstracts
Crul BJ, van Dongen RT, Snijdelaar DG, Rutten EH. Long-term continuous 
intrathecal administration of morphine/bupivacaine at the upper cervical level for 
pain due to progressive intra-oral cancer. Access by a lateral CI-CII approach.
Br J Anaesth 1994; 72(Suppl 1): A244.
Snijdelaar DG, Kho HG. Electro-acupuncture increases the quality of life after 
major urological abdominal surgery; a preliminary report. Free paper. XIV 
Annual ESRA Congress, Prague.
The International Monitor, Special Abstract Issue, 1995: 27.
159
List of publications
Kho HG, Snijdelaar DG. Acupuncture anaesthesia revisited: Clinical recovery 
and morbidity. IX Asean Congress of Anaesthesiologists, Singapore, 1995.
Kho HG, Snijdelaar DG. Acupuncture improves the lung function after major 
surgery. IX Asean Congress of Anaesthesiologists, Singapore, 1995.
Kho HG, Pesman G, Sweep CGJ, van der Meer WJM, Snijdelaar DG, Chen X, 
Sun D, Hang Y, Ruo Q. Acupuncture anaesthesia revisited: The proﬁ les of ACTH 
and IL1ß. IX Asean Congress of Anaesthesiologists, Singapore, 1995.
Kho HG, Snijdelaar DG, Chen X, Hang Y, Sun D, Ruo Q. Acupuncture 
anaesthesia for intracranial surgery: efﬁ cacy, recovery and morbidity.
VIII World Congress on Pain, Vancouver, 1996.
Kho HG, Pesman GJ, Willemsen JJ, Sweep CGJ, Snijdelaar DG, Chen X, Hang 
Y, Sun D, Ruo Q. Per-& postoperative endocrine proﬁ les in neurosurgical 
patients: acupuncture anesthesia versus general anesthesia.
Xth International Congress of Endocrinology, San Francisco, 1996.
Crul BJ, van Dongen RTM, Snijdelaar DG. New trends in intrathecal 
administration of analgesics.
Book of Abstracts European Federation of IASP-chapters 1997:49-50.
Lemson J, Snijdelaar DG, Gielen MJ, Crul BJ, van Egmond J. Regression of 
sensory and motor blockade during continuous lumbar epidural infusion of 
bupivacaine: the effects of volume and concentration. Free paper. The 
International Monitor. Special Abstract Issue. XVI Annual ESRA Congress, 
London, 1997:29.
Snijdelaar DG, Katz J. Effect of amantadine on postoperative analgesia.
Third Congress of the EFIC Abstracts Book 2000: 281.
Katz, J, Snijdelaar DG. Perioperative amantadine reduces pain and morphine 
consumption after radical prostatectomy: A RCT.
APS 19th Annual Scientiﬁ c Meeting Program Book 2000: 176.
Gagliese L, Snijdelaar DG, Katz J. Is NMDA receptor blockade equally effective 
in reducing opioids consumption in younger and older men after surgery?
APS 19th Annual Scientiﬁ c Meeting Program Book 2001: 165.
Snijdelaar DG, Schmid R, Cornelisse HB, Katz J. Effects of perioperative low 
dose s(+)-ketamine and morphine versus morphine alone on postoperative pain 




Snijdelaar DG, Kho HG. Acupunctuuronderzoek in het Academisch Ziekenhuis 
Nijmegen. Ned Tijdschr Geneeskd 1996;140:1052.
Meggelen, van JA, Snijdelaar DG, Kho HG. Laagfrequente transcutane 
paravertebrale stimulatie van acupunctuurpunten voor postoperatieve 
pijnbehandeling; een klinisch, gerandomiseerd, dubbelblind onderzoek bij 
patiënten na radicale prostatectomie. Ned Tijdschr Geneeskd 1998;142:1842-3.
Lee Kong P, Snijdelaar DG, Crul BJ. Lage dosering subcutaan ketamine als 
adjuvante pijnbehandeling bij terminale kanker patiënten.
Ned T Anesthesiol 2001;14 (Suppl):15. 
Bergmans L, Snijdelaar DG, Meert TF. Effect van amantadine op morﬁ ne 
geïnduceerde analgesie bij ratten. Ned Tijdschr Geneeskd 2002;146:1520. 
Snijdelaar DG, Schmid R, Cornelisse HB, Katz J. Een vergelijking tussen
s(+)-ketamine/morﬁ ne versus morﬁ ne voor perioperatieve analgesie bij radicale 
prostatectomie. Ned T Anesthesiol 2002;14 (Suppl):18-9.
Riessen van CP, Snijdelaar DG, Meert TF. Gebruik van amantadine als
(co-)analgeticum. Ned Tijdschr Geneeskd 2003;147:2088.
Backus E, Snijdelaar DG, Meert TF. Effecten van amantadine op morﬁ ne 







Dirk Gerardus Snijdelaar (roepnaam Dik) werd geboren op 23 november 1963 te 
Amsterdam. Na het behalen van het VWO-diploma aan het Alkwin Kollege te 
Uithoorn, werd in 1982 begonnen met de studie Geneeskunde aan de Vrije 
Universiteit te Amsterdam. Op 3 november 1989 werd deze studie afgesloten met 
het behalen van het arts-examen. Vervolgens lonkte de militaire dienstplicht; 
deze werd doorgebracht op de afdeling Anesthesiologie van het Academisch 
Ziekenhuis Nijmegen voor de opleiding tot “hulp-anesthesist”. Op 1 januari 1991 
werd op dezelfde afdeling begonnen met de opleiding tot anesthesioloog en deze 
opleiding werd afgerond op 31 december 1995. Op 1 januari 1996 volgde 
aanstelling als anesthesioloog in het Academisch Ziekenhuis Nijmegen (nu 
Universitair Medisch Centrum St. Radboud), alwaar hij nog steeds werkt. In 
1999 ging hij voor de periode van een jaar naar Toronto voor een clinical/
research fellowship (Department of Anesthesia (Prof. dr. A. Sandler) en The 
Acute Pain Research Unit (Dr. J. Katz), Toronto General Hospital, Toronto, 
Ontario, Canada).









AMPA  alpha-amino-3-hydroxy-5-methyl-4-isoxazole propionic acid
an  ante noctum 
ANCOVA analysis of covariance
ANOVA  analysis of variance
ASA  American Society of Anesthesiologists




CNS  central nervous system
FUPQ  Follow-Up Pain Questionnaire
g  gram(s)



















MPQ  McGill Pain Questionnaire





NRS  numeric rating scale
NSAID’s non-steroidal anti-inﬂ ammatory drugs
O2  oxygen
OR  operating room
PACU  Post Anesthesia Care Unit




PKC  protein kinase C
PPI  present pain intensity
PPT   pain perception threshold
PRI  pain rating index
PT  pain threshold
PTM   Pressure Threshold Meter
qid  4 times a day (Latin: quater in die)
rpm  rotations per minute
s.c.  subcutaneous(ly)
SD  standard deviation
SEM  standard error of the mean 
SPSS  Statistical Package for the Social Sciences
STAI  Spielberger State-Trait Anxiety Inventory
T  time(point)
Th  thoracic
tid  three times daily (Latin: ter in die)
TT  touch threshold
VAS  visual analogue scale
VAS-M  visual analogue scale after mobilization
VAS-R  visual analogue scale in rest
VRS  verbal rating scale
WHO  World Health Organization
